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CIVILIAN PUBLIC-HEALTH PROBLEMS IN WARTIME* 
Viapo A. Gettinc, M.D., Dr.P.H.+ 


WORCESTER, MASSACHUSETTS 


HE problem of civilian health is daily becom- 

ing more acute, although at present the health 
of the American people is as good as that of any 
other nation, if not better. This result has been 
achieved under peaceful conditions, but now we 
are at war. Here in Worcester, far removed from 
the battlefields and fighting, we are beginning to 
feel the pinch of war. 

What are the problems of civilian health in 
Worcester? Is there going to be an increase in 
disease? Which diseases will become more preva- 
lent? How can we safeguard the public health 
for the future? I propose to forecast the health 
status of the civilians in Worcester. We shall have 
an outbreak of some sort of illness, perhaps several, 
if the war lasts for years as is expected. 

Perhaps we can best envisage the future of Wor- 
cester’s health if we first review the occurrence of 
disease in previous wars. We can turn then to 
our experiences and review these in the light of 
war experience elsewhere. 


Mepicat History oF Wars 


Former Wars 


The history of wars prior to the twentieth cen- 
tury is characterized by accounts of great epidemics 
of bubonic plague, cholera, dysentery, malaria, 
smallpox, syphilis, typhoid fever and typhus fever. 
In twventieth-century warfare influenza, meningo- 
coccal meningitis and other respiratory diseases, 
venereal diseases and insect-borne diseases are the 
chief concern of military and civilian health author- 
ities, Although the old-time diseases rernain as pos- 
sible dangers, they are controlled by. continuous 
application of the principles of sanitation and epi- 
demiology, and it is unlikely that they will again 
play a major role during war. |’ 


and the two following papers were presented at_a meeting of the 

orcester District Medical Society, Worcester, September 9, 1942. 

Assistant in resentive medicine and epidemiology. Harvard Medicai 
School and Harvard School of Public Health; commissioner of health, 
City of Worcester. 


Under war conditions,’ many af the safeguards 
of the health of both the military and civilian pop- 
ulations are abandoned. The crowding of large 
numbers of people in concentration camps, military 
establishments and air-raid shelters, or in an effort 
to keep warm, the primitive environmental sani- 
tation and the lack of personal hygiene are all con- 
ducive to the spread of infectious diseases. The 
concentration and movement of armies and refu- 
gees, accompanied by the hardships of fatigue, 
general malnutrition and exposure and the lack of 
proper medical care provide the fuses for the ex- 
plosion of widespread epidemics. More soldiers 
have been killed by infectious diseases than by bul- 
lets in all wars prior to the Franco-Prussian War 
of 1870, when the German Army experienced more 
deaths from battle than from disease. During the 
Russo-Japanese War of 1904, both sides suffered 
more from war casualties than from disease. In 
spite of the toll of influenza, the A.E.F. of 1917- 
1918 reported fewer deaths from sickness than 
from battle, although for the entire United States 
Army, at home and abroad, the deaths from disease 
were the more numerous of the two. 


World War I 


During and after World War I all infectious 
diseases except the common childhood communi- 
cable diseases were highly prevalent in eastern 


Europe.? There was an epidemic of typhus fever | 


and relapsing fever throughout Russia, Poland and 
Serbia. Fortunately, these diseases did not spread 
into western Europe. Overshadowing all other 
outbreaks was the influenza pandemic, which 
caused an increased mortality from pneumonia. 
Meningococcal meningitis was epidemic, while 
dysentery, smallpox, tuberculosis and venereal dis- 
eases increased. Malaria, which had disappeared 
from most of Europe, returned to central, eastern 
and northern Europe to ravage the population. 
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In the United States Army, respiratory diseases, 
venereal diseases, mumps, measles, dysentery and 
tuberculosis were the cause of about 95 per cen: of 
absences from duty. Influenza, tuberculosis, mea- 
sles and meningococcal meningitis were the lead- 
ing causes of death. A most noteworthy fact is 
that the Army in the continental United States 
had generally higher rates for admission and days 
lost from duty on account of infectious diseases 
than did the A.E.F. Likewise, the Navy suffered 
a higher incidence of communicable diseases in 
training camps than on shipboard. The explana- 
tion of this phenomenon is that the Army and 
Navy personnel in this country were newly organ- 
ized and therefore had a lower group resistance to 
infectious diseases; secondly, they were more ex- 
posed to infections from civilian populations than 
were the troops in Europe. Conversely, the danger 
of spread of infection from soldiers and sailors to 
civilians was enhanced in the United States. 


World War II 


In the present war, influenza, meningococcal 
meningitis and tuberculosis, as well as paratyphoid 
fever and bacillary dysentery, are again showing 
an increased incidence in the civilian population, 
both on the Continent and in the British Isles. 
Typhus fever and bacillary dysentery are of epi- 
demic proportions in eastern Europe, and typhus 
will no doubt achieve high proportions during the 
coming winter. In Great Britain, the evacuation 
of school children did not result in an expected 
increase in the common communicable diseases, 
but, malnutrition, fatigue and lack of adequate 
shelter are the principal causes of the increase of 
illness in continental Europe. The hazards of 
infection have been intensified by crowding in 
bomb shelters. Scabies, impetigo and lice infesta- 
tion are acute problems. 


Worcester’s Prosiems 


As in modern warfare, so in the modern epi- 
demiologic control of infectious diseases the ma- 
neuvers and strategy of the past do not offer a 
formula for success. Nevertheless an apprecia- 
tion of former problems and of the experiences of 
the present war in Europe, together with the ap- 
plication of newer knowledge, may facilitate the 
control of infectious diseases in America. Un- 
doubtedly the changed character of the leading in- 
fectious diseases of war and the partial limitation 
of outbreaks of classic war diseases may be consid- 
ered the most encouraging results of the present- 
day epidemiologic control. 


Industrial Accidents 


The control of infectious diseases in Worcester 
is a joint responsibility of the medical profession 
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and the Health Department. Infectious diseases, 
however, are not the only problenhs with which 
we are faced today. With the increased rationing 
of food, which is apparently on its way, deficiency 
diseases of various types may become prevalent. 
With the employment of inexperienced laborers 
and of women, older men and the partially crip- 
pled in the war industries of the city, with over- 
time and the use of old machinery, unprotected 
by safeguards and with the crowding of machin- 
ery on a relatively small floor space in the rush 
of production, industrial accidents are bound to 
increase in number and. severity. It is an ac- 
cepted fact that crowded home conditions and 
worry and discomfort outside the workshop are re- 
sponsible in large measure for many of the acci- 
dents that occur in industry. The roles of the phy- 
sician, the health officer and the safety engineer 
are paramount. The United States Public Health 
Service® has been most active in pointing out the 
hazards of industry and in developing methods 
for the conservation of the health of the war 
worker. 


Malnutrition 


Malnutrition has always been present in the 
United States. Surveys’ have revealed a surpris- 
ingly high incidence of nutritional deficiencies. 
The people of Worcester are better nourished than 
those in many parts of the country, but with ra- 
tioning and food shortages, deficiencies are bound 
to occur. The employment in industry of both 
parents may result in nutritional disturbances 
among children. In an attempt to minimize mal- 
nutrition. the Worcester Health Department has 
secured the services of a nutritionist, lent to us by 
the Southern Worcester County Health Associa- 
tion. 


Infectious Diseases 


The control of infectious diseases is an ever- 
present problem. The health of the civilian pop- 
ulation is vital and without it there cannot be vic- 
tory. For some diseases we have adequate con- 
trol measures, and the incidence of these has been 
steadily decreasing (Table 1). 

Typhoid fever. Typhoid fever has decreased 
from a peak of 292 cases in 1909, when Worcester 
had a population under 150,000, to less than 10 
cases a year since 1937. This decrease is due to 
proper control over water supplies, sewage dis- 
posal and food handling. Nearly all the recent 
cases are due to carriers or are secondary to unrec- 
ognized cases. We have had 7 cases in 1942. 


Three of these were in the same family; one was 


probably primary, with the other two patients sec- 
ondarily infected. Three other cases occurred in a 
boardinghouse and were caused by a carrier who 
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helped prepare the food. Unless there is a break- 
down in our sanitation from bombing or because 
of mass evacuation, we do not expect any increase 
in typhoid fever. 

Other food-borne diseases, however, may increase 
unless stricter measures are adopted in the sani- 
tation of food-handling establishments. Small 


Taste 1. Incidence of Communicable 
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four years. Some of the decrease during the past 
ten years may be due to the experimental immuni- 
zation conducted with the co-operation of the 
Massachusetts Department of Public Health. This 
program has now been abandoned owing to the 
unavailability of the immunizing material. The 
last outbreak occurred in 1938. Since the incidence 


Diseases in Worcester — 1901 — 1941. 


SCARLET 


DIPHTHERIA Paves 
PoPULATION NO.OF CASE NO. OF CASE 
CASES RATET CASES RATE 
1901-1905 126,703 847 134 1065 168 
1906-1910 144,341 3495 484 1220 169 
1911-1916 163,906 1815 221 1461 178 
1917-1920 184,657 1323 143 2031 220 
1921-1925 185,243 1692-182 2545 275 
1926-1930 194,415 1038 107 2089 215 
1931-1935 195,229 316 32 4113 42) 
1936-1940 192,100 57 6 1844 192 
1941 193,500 2 1 398 21 
1942* 193,500 1 - 341 = 


TypHow 


PULMONARY WHoopPInc 
Fever MEASLES TUBERCULOSIS Coucn 
NO. OF CASE NO. OF CASE NO.OF CASE NO.OF CASE 
CASES RATE CASES CASES RATE CASES RATE 
548 87 1598 252 1057t 272 
678 94 1756 243 1696 234 281§ 64 
416 51 1722 210 1615 191 341 41 
198 21 2593 281 1716 185 510 55 
131 14 4784 516 1092 117 1381 149 
65 7 5707 587 900 99 2290 236 
54 6 3357 344 752 77 2392 245 
20 2 7515 782 692 72 3175 331 
4 2 1318 681 124 64 378 195 


143 73 - 1192 


*Figures are for the first six months. 

+All case rates are per 100,000 population. 
tMade reportable in 1903. 

§Made reportable in 1907. 


food-borne outbreaks have been frequent this year. 
These are indications of things to come. The 
Health Department is preparing regulations for 
the proper handling of food and the proper san- 
itation of food-handling establishments. 

Diphtheria. Diphtheria is another disease for 
which we have adequate control measures. Im- 
munization was started in Worcester in 1923 and 
the number of cases has rapidly dropped. There 
has not been a death from diphtheria here for al- 
most three years. However, the disease has been 
increasing in Massachusetts during the past two 
years, and an outbreak, characterized by sporadic 
cases, is likely to occur. 

Every child over six months of age® should be 
immunized with three doses of fluid toxoid at 
intervals of three weeks or two doses of alum- 
precipitated toxoid at a month’s interval. One 
dose of the latter is not adequate.’ Combined prep- 
drations of alum-precipitated toxoid and Sauer’s* 
or Kendrick’s? whooping cough vaccine are avail- 
able and are efficient. Unless most of the chil- 
dren are immunized there may be a reappearance 
of diphtheria in epidemic form in Worcester and 
Worcester County. The Health Department is re- 
immunizing with 0.5 cc. of fluid toxoid all children 
through the first four grades who were immunized 
more than three years ago. This procedure is based 
on studies’® which have demonstrated that there 
is a gradual loss of diphtheria-antitoxin titer with 
time. 

Scarlet fever. Scarlet fever has occurred in 
Worcester in irregular outbreaks every three or 


of scarlet fever toward the end of 1941 was high, 
as it was at the beginning of 1942, and since the out- 
breaks are three or four years apart, we should be 
on our guard for an increase in scarlet fever dur- 
ing the coming winter, with a peak in the spring 
of 1943. 

Measles. Measles is another disease in which we 
have no specific control measures. Its cyclic out- 
breaks are more regular than those of the other 
communicable diseases. Epidemics have occurred 
in Worcester almost every three years. The last 
outbreak was in 1940. In 1941 measles was on the 
down grade, and this year we are apparently in 
the trough of the wave. In 1943 we should there- 
fore expect an epidemic of measles. Sometimes 
these outbreaks may be delayed a year, but either 
1943 or 1944 will be marked by one. 

Tuberculosis. Although tuberculosis has been 
rapidly decreasing, owing principally to the hos- 
pitalization of cases and the education of the pub- 
lic, an increase in this disease is probable. So far 
in 1942 we have had an increased number of cases. 
Many of these are among selectees who have been 
rejected because of possible pulmonary lesions. 
These men are re-examined and re-x-rayed. If the 
diagnosis is confirmed the entire family is checked 
for possible disease. Crowded living conditions, 
long hours of work and malnutrition may result 
in an increased incidence of tuberculosis. 

Whooping cough. At the present time we are 
experiencing a severe epidemic, but one that is not 
unduly alarming. Unfortunately our control meas- 
ures against this disease are not yet fully developed. 
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We are experiencing a most unusual incidence of 
whooping cough, higher than at any time in the 
history of Worcester, and we have every reason 
to believe that this disease will continue in epi- 
demic proportions for many months. Ordinarily 
whooping cough, like other respiratory diseases, 
has a peak in late winter and early spring. This 
year the disease has continued at an increased in- 
cidence during the summer. With the increase in 
respiratory diseases in the fall, it is to be expected 
that whooping cough will continue to be epidemic. 
Isolation of cases and quarantine of contacts are 
not adequate control measures. Children, espe- 
cially infants over six months and under three 
years of age, can be immunized either by Sauer’s 
or Kendrick’s whooping cough vaccine. Other 
preparations have not proved effective in the ex- 
perience of epidemiologists and are therefore not 
recommended. Immunization should be carried 
out as soon as possible, since immunity takes sev- 
eral months to develop. Inoculation after expo- 
sure is not effective. 

Influenza. There is no statistical or epidemio- 
logic basis on which a pandemic of influenza can 
be predicted. From all the evidence at hand, it is 
impossible to say whether there will be a world- 
wide pandemic during or following this war. But 
we have some comfort in the knowledge that if 
influenza does menace the world, the mortality, 
thanks to the sulfonamide drugs, will be much 
lower. Influenza is relatively mild; it is the com- 
plicating bacterial pneumonia that kills, and for 
this we are much better prepared than we were 
some twenty years ago. Antipneumococcus serums 
and the sulfonamides will save many lives. 

Other diseases. Time does not permit an analy- 
sis of other diseases. I should, however, like to 
point out that meningococcal meningitis has been 
increasing in Massachusetts during the past two 
years, and that we may expect to see an outbreak 
of this disease characterized by sporadic cases 
widely distributed. The use of sulfonamide drugs 
and antimeningococcus serum will probakly greatly 
decrease the fatality rate. 
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SUMMARY 


In brief review, we can expect in Worcester and 
in Massachusetts an increase in diseases due to 
malnutrition and an increase in industrial acci- 
dents. There will in all probability be an out- 
break of scarlet fever in Worcester during the com- 
ing winter, with a peak in the spring of 1943. 
Measles can be expected to reach epidemic propor- 
tions in the winter of 1943-1944. Pulmonary tu- 
berculosis is increasing, and the longer the war 
lasts the greater will be the increase. At the pres- 
ent time we are experiencing a severe outbreak of 
whooping cough in Worcester. There is also an 
increase in diphtheria and meningococcal meningi- 
tis in Massachusetts; sporadic cases and minor 
local outbreaks of both these diseases are probable. 


Typhoid fever will not increase unless there is a 
break in sanitation. Other food-borne diseases 
must be controlled by stricter measures. Physi- 
cians must co-operate in the control of all these 
diseases by keeping their patients at optimal health. 
This means regular physical examinations, correc- 
tion of defects, good nutrition and adequate im- 
munization of children against smallpox, diph- 
theria and whooping cough. 
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HOSPITALS AND THE WAR* 
F. Wittnsxy, M.D.7 


BOSTON 


M UCH has been said and a good deal writ- 
ten on the influence of the war on hospitals 
and hospital standards. In order that we may truly 
appreciate the significant roles which hospitals 
play in the life of a community, a brief picture of 
hospital evolution in the United States seems ap- 
propriate. 

Hospitals, so aptly described as the workshops of 
the medical profession, have evolved in the com- 
paratively short time of less than two thirds of a 
century from a total of approximately 150 hospitals 
with less than 30,000 beds to their present impos- 
ing size of over 6500 hospitals with more than 
1,250,000 beds. Approximately $4,000,000,000 rep- 
resents the investment in the hospitals of America. 
More than 1,000,000 people are annually em- 
ployed in these institutions, and over 12,000,000 
people were hospitalized in the United States in 
1941. What is the basic cause for this tremendous 
growth of the hospital system? The answer is 
found in the fact that the American public has 
increasingly recognized the advantages of the treat- 
ment of illness within hospital walls. Group 
judgment, availability of technical personnel, ex- 
pensive and varied equipment, including labora- 
tories, x-ray units and so forth, all play their part 
in accurate diagnosis and scientific care. The 
average hospital stay has been tremendously short- 
ened, the duration of illness lessened, and the 
wage earner restored to his job at an earlier mo- 
ment, this representing an economic benefit of in- 
estimable importance to the individual and the 
community. 

As medicine has progressed, hospitals have con- 
tributed to its development in many ways. Nor- 
mally the hospital concerns itself with the care of 
the patient, the training of personnel, the further- 
ance in varying degree of medical research and 
the teaching of people for more healthful living. 
To these fundamental services, the war has added 
additional responsibilities. These include facilities 
in the event of enemy penetration, for the protec- 
tion of patients, personnel and plant, the care of 
the injured and the evacuation of patients. These 
normal as well as abnormal functions represent a 
Staggering load, which is complicated materially 
at present by the enormous and constantly in- 
creasing shortage of personnel. 


*An abstract of a paper presented at a meeting of the Worcester District 
Medical Society, Worcester, September 9, 1942. 
‘Lecturer on public health, Massachusetts Institute of Technology; execu- 


is director, Beth Israel Hospital; deputy commissioner of health, City of 
soston, 
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The personnel includes both the professional 
and the nonprofessional groups. Among the for- 
mer are physicians, including interns and resi- 
dents, nurses, laboratory personnel, dietitians, phar- 
macists and so forth. In the latter group are in- 
cluded everyone engaged in what we term the 
nonprofessional activities. Hospitals cannot com- 
pete with private industry. Many hospitals are de- 
pendent on private philanthropy, in order that es- 
sential free services may be rendered to those un- 
able to meet the cost of hospital care. Industry is 
logically organized for profit. Hospitals, therefore, 
must normally employ those willing to work for 
what may be termed the lesser wage. The great 
demand in, industry for labor, in all its forms, has 
depleted the hospitals of clerical workers, maids, 
waitresses, porters, scrubwomen, laundry work- 
ers, maintenance men and others and has indeed 
imposed great hardships on them. 


Mention must also be made of the rising cost 
of supplies, as well as their quite frequent scarcity. 

What are we going to do about it? This is a 
challenge that must be met. Hospitals must con- 
tinue to function, and hospital care must continue 
to be given. We must not lower the standards, 
which are important for the preservation of life. 
We must continue to provide essential equipment 
and supplies. Judgment in its keenest form, how- 
ever, will have to be exercised. The use of substi- 
tutes and relatively simple methods and procedures 
will be justited when the patients’ welfare is not 
sacrificed. The critically ill must have priority 
and there must be a rationing, so to speak, of doc- 
tors, patients and hospital beds when that appears 
necessary. 

We must curtail whenever possible. As an ex- 
ample, the laboratory and the x-ray should be 
limited to essential needs, and not used with the 
repetitious freedom of the past. Volunteers must 
supplement the efforts of the diminished ranks of 
paid personnel. The public must become educated 
to be less exacting, less demanding, more patient 
and more tolerant. They must be educated, for 
example, to go to their physicians for check-ups, 
and to hospitals only for the type of illness requir- 
ing hospitalization. They must be educated to 
require special nursing only when truly indicated, 
and to leave the depleted nursing personnel for 
the seriously ill. We must teach them to realize 
that everything is being done and will be done 
for their necessary care. Impatience with nurses 
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and other hospital personnel must be subordinated 
to the exigencies of war and shelved at least for the 
duration. In this educational process, the staff 
physician must be the educator, the bridge be- 
tween the patient and the hospital. 

We are materially concerned with the health and 
welfare of the people. Their good health is vital 
to the success of the war. If we are to “lease and 
lend,” if we are to manufacture those things that 
the armed forces of the United Nations must have, 
we must maintain the public health; we must keep 
our hospitals operating as efficiently as possible. 
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Hospitals, therefore, must continue to function as 
an integral and most important force for health 
and for the care of illness. Our taxed and dimin- 
ished forces must continue to carry on under difh- 
culties. 

Patients, relatives, friends, everybody, can and 
must play a part in the necessary economy of man- 
power that hospitals face. We must all do this to- 
gether until the dawn of that happy day when 
peace will reign again, and the “four freedoms” 
truly become the universal privileges of mankind. 
330 Brookline Avenue 


CIVILIAN MEDICAL PRACTICE IN WARTIME* 


Joun J. Dumpny, M.D.t 


WORCESTER, MASSACHUSETTS 


[‘ IS now realized by all that we are not en- 
gaged in an ordinary war as we have known 
it. We are involved in a struggle for existence, 
personal and national. This new total war in- 
volves everyone. It has obliged the Government 
to regulate the lives of everyone, to control wages, 
prices and the production and distribution of the 
necessities of life, and to ration scarce materials. 

The profession of medicine is in a unique posi- 
tion. The vital problem of supplying medical per- 
sonnel to the armed forces, of organizing medical 
service in disaster and of furnishing adequate med- 
ical care to our industries and civilian population 
has been left, up to now at least, to the profession 
itself. The Procurement and Assignment Service 
is functioning under the direction of medical men 
to supply our armed forces and to allocate physi- 
cians in such a way that our hospitals, industrial 
plants and civilian population will be adequately 
served, 

The Government will see to it that the armed 
forces are supplied with physicians. The medical 


departments of the civilian-defense organizations 


are ready to mobilize our medical resources in 
case of civilian disaster. At the present time, we 
have no particular plans for attending to the medi- 
cal needs of our civilian population during the war- 
time emergency. 

There is a definite shortage of physicians. Its 
seriousness can be realized if one considers that 
in the last war there were about 30,000 physicians 
in the armed forces, whereas at the end of this vear 
there will be 45,000, and eventually probably 60,000 
physicians taken out of civilian practice. These 
are for the most part the young, healthy, active 


*Presented at a meeting of the Worcester District Medical Society, 
Worcester, September 9, 1942. 


tPhysician, St. Vincent Hospital, Worcester 


physicians doing a great deal of work. It is the 
problem of our district society to furnish medical 
care to our communities — their hospitals, indus- 
tries and civilian populations— with the limited 
resources we have available. 

The situation in the city of Worcester on Sep- 
tember 1, 1942, is shown in Table 1. According 
to the Chamber of Commerce, the population is 
200,000 and there are 40,000 employed in war in- 
dustries. There are 266 active members of the 
Worcester District Medical Society practicing in 
Worcester. This is a ratio of about 1 to 750, 


Tasie 1. Present Distribution of Physicians in Worcester. 


No. 
Type oF Torar yer 
PRACTICE No. Service Home GENERAL 
Work 
97 30 67 59 
Internal medicine ....... 25 5 20 20 
37 9 28 8 
16 3 13 5 
Eye, ear, nose and throat 18 0 18 0 
Orthopedics y 2 7 0 
Genitourinary surgery.... i i 6 0 
| 8 3 5 0 
Dermatology ............ + 0 0 
re 5 1 4 0 
5 2 3 0 
Roentgenology .......... 5 0 5 0 
Institutions ............ 30 + 26 0 
266 60 206 92 


enough to give Worcester adequate care and about 
twice the wartime quota. However, analysis of 
this figure shows that our position is not nearly 
so favorable as it appears to be. Thirty of our 
members are engaged in full-time institutional 
work. There are 60 men already in or about to 
enter military service. Worcester is a medical cen- 
ter, and many men are engaged in specialties. In- 
ternists include those men whose practice is de- 
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voted entirely to medicine; they carry on the hos- 
pital medical services and do consultant work. 
Their work will be further increased by a short- 
age of interns and hospital residents, and they 
will be required to spend more time in the hos- 
itals. ‘The number of surgeons will surely be 
depleted. All the specialties will have their prob- 
lems, and the specialists will be so busy they can- 
not be expected to do other than their own work 
except in an emergency. 

The chief problera we must meet is that of fur- 
nishing general medical care—the routine office 
work and housework. Of the 67 physicians in 
general practice, 8 are clder men and of limited 
physical capacity. Of the group of surgeons, 8 
do considerable general work, as do 5 obstetricians, 
giving, with the 20 internists, 92 men to do gen- 
eral medical work for 200,000 people. We can 
expect that the number will be further depleted 
by military service, illness and other factors, and 
furthermore, we shall not have the annual supply 
of young men starting to practice in Worcester. 

Approximately 50 per cent of the house calls 
were made by men in the group that has gone 
into military service. These figures indicate a 
shortage of medical service quantitatively analo- 
gous to the shortage of gasoline. The question 
arises what can be done about it. One obvious 
answer is to let each physician handle his own 
problem in his own way and hope for the best. 
The other solution is some sort of co-operative 
planning. If the supply of gasoline were substan- 
tially limited as it is, and it were left to each 
dealer to use his own judgment in distributing 
his supply, we should undoubtedly have great con- 
fusion, inequalities and public resentment and a 
demand for government intervention. The med- 
ical profession faces similar hazards. Medical 
service, however, cannot be rationed by coupons. 
We have to take care of the sick, we have to man 
our hospitals. 

What can be done by doctors as a group, is a 
problem for our society to decide. The specialists 
can organize themselves and handle their own 
peculiar problems. For the problem of general 
medical care during the emergency, we should 
have some sort of study committee to make defi- 
nite suggestions concerning how we can best use 
our resources and keep in constant touch with the 
medical situation. 

We must have public co-operation. To do this 
we must have definite recommendations to make 
to the public that will be helpful and not confus- 
ing. Many suggestions have been made. It is 
obvious that the doctor’s time must be conserved 
and house calls be kept at a minimum. The doc- 
tor’s day is planned in the morning, and when 
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possible house calls should all be received by 8 
a.m. Vague directions such as “Do not call the 
doctor except when necessary” are useless, but if 
we could give the public a few concise statements 
of symptoms that are urgent and of those that are 
not, it might be helpful. For instance, abdominal 
pain lasting more than a few hours is urgent. 
Pain in the chest and bloody sputum are impor- 
tant, as is abnormal bloody discharge from any 
part of the body. On the other hand, a head 
cold with general malaise is not an emergency. 
We might in a tactful way explain to the public 
that chronic symptoms, nervousness, fatigue and 
so forth should be investigated, but that this should 
be done at the convenience of the physician. The 
periodic health examination, desirable as it is, may 
have to be postponed. As a substitute for it we 
might urge prompt examination at the appear- 
ance of new symptoms. 

Many persons working in industry are on shifts 
that make it impossible to see the physician in his 
regular office hours, and must often do so in the 
morning. Many practitioners spend a good part 
of their mornings in the hospitals, and it would 
be a convenience and timesaver if facilities could 
be furnished for doctors to receive private patients 
at the hospitals when necessary. Some physicians 
find it necessary to see office patients by appoint- 
ment, and we might obtain public co-operation in 
this. On the other hand, these physicians will 
probably have to examine urgent cases between or 
after appointments. 

The greatest problem will be to cover house 
calls, especially calls at odd hours, at night and 
in emergencies. Nothing will be more discourag- 
ing or panicky to the public than calling one doc- 
tor after another unsuccessfully, and nothing will 
do more to create a public demand for government 
intervention in medical practice. We should have 
some definite plan to present to the public for this 
situation. 

Probably the best plan would be a medical bu- 
reau maintained by our society to handle such 
calls at all times. However, the expense and or- 
ganization involved make this impractical. An 
alternative plan might be this: Our hospitals have 
experienced switchboard operators available day 
and night. If we could obtain the co-operation of 
the hospitals, we might have each hospital act as 
a center to cover emergency calls. There could 
be kept at each switchboard a list of physicians 
available for such calls, including not only mem- 
bers of the staff, but physicians in the neighbor- 
hood without hospital affiliations. The public 
could then be instructed that if they cannot ob- 
tain a doctor of their choice they are to call the 
nearest hospital, and that the operator will then 
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undertake to send a physician. When the operator 
obtained a physician she would check his name 
on the list so that he would not be called again 
until the rest of the list was covered. If she failed 
to obtain a doctor in a real emergency, she could 
offer to send a cab, or if necessary an ambulance, 
to bring the patient to the hospital for emergency 
treatment. Thus the inevitable criticism of a 
neglected emergency could be avoided. This list 
of physicians would be kept available to the doc- 
tors so that everyone would be encouraged to do 
his share. In this way the hospitals could do a 
considerable public service without undue incon- 
venience or expense. ' 

Our facilities will be strained to the utmost this 
winter during the usual epidemic of respiratory in- 
fections. One of our members suggested that we 
might obtain the co-operation of the district and 
public-health nurses so that at the request of a 
physician a nurse might visit a patient and give 
a report of the temperature, pulse and respirations 
and the appearance of the throat and general 
symptoms, and administer simple treatment at the 
physician’s direction. This, of course, would have 
to be followed up either by a visit of the physician 
or by a satisfactory progress report by the nurse. 
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In this emergency the physician must conserve 
his own health and strength. It has been re- 
peatedly shown in industry that fatigue is a lead- 
ing cause of illness and accident, and no doubt 
fatigue makes the physician less effective and more 
liable to make mistakes. Every time a physician 
falls ill, the whole situation is aggravated. This 
means that physicians must have adequate rest 
and an occasional holiday. 

* * 


In summary, we are faced with the problem of 
furnishing adequate medical service to the hos- 
pitals, industries and civilian populations of our 
communities in spite of greatly reduced personnel. 
In doing this we aim to preserve the high stand- 
ards and best traditions of medical practice, and 
to do it so well that there will be no public de- 
mand for government intervention. 

In order to accomplish this purpose, co-operative 
effort will be necessary, and we shall have to make 
the fullest use of our hospital facilities and the 
nursing profession. Every physician in civilian 
practice is as obligated to do his part as is the physi- 
cian in the armed forces to fulfill his duties. 
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THE RELATION OF SEASON, WEIGHT AND PRICE TO THE 
VITAMIN C CONTENT OF ORANGES* 


Artuur D. Hotes, Pu.D.,7 James A. Patcn, S.B.,¢ Francis Tripp, M.S.$ 


STONEHAM, MASSACHUSETTS 


steams principally in the form of juice, are 
extensively used by persons of all ages. Chil- 
dren, particularly infants, whose dietary usually 
lacks variety, are given orange juice as a source of 
vitamin C to prevent scurvy, and probably a large 
proportion of adults also ingest it, principally for 
its vitamin C content. It is impossible to deter- 
mine accurately the amount of orange juice con- 
sumed in this country per year as an intentiona! 
source of vitamin C, but it is reported that the 
value of the 1941-1942 orange crop is in excess of 
$117,000,000.' It has been estimated that oranges 
contribute about 624,080,000 gm. of vitamin C to 
the human dietary annually. Thus they constitute 
one of the most important natural sources of this 
vitamin. In fact, if one assumes that the average 
daily requirement of vitamin C by 130,000,000 
people in the United States is 75 mg. per person, 


*From the Research Laboratories, E. L. Patch Company. 


tFormerly, director of research, E. L. Patch Company; now, research 
professor of chemistry, Massachusetts State College, Amherst. 
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the orange crop would supply 17.5 per cent of the 
needed supply.2_ This being so, information con- 
cerning the vitamin C content of oranges is of 
definite interest to physicians, nutritionists and 
others responsible for the human dietary. 


As shown in a study by Holmes, Pigott and 
Tripp,® the vitamin C content of oranges pur- 
chased in this locality varied over wide limits and 
bore no close, consistent relation to the brand or 
the section of the country in which the fruit was 
grown. These results naturally prompted the 
present study of the relation of season, weight and 
cost to the vitamin C content of oranges pur- 
chased under normal trade conditions in this 
country. 


Source AND Type oF Fruit 


The oranges used in our study were purchased 
at a number of local retail stores, some of which 
were members of large chain-store organizations 
and some of which were under private-grocery- 
store management. Some purchases were also 
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made from street-side hucksters. The oranges were 
purchased on a per-dozen basis, since it was as- 
sumed that the average family of urban and near- 
by suburban localities would presumably purchase 
in this quantity. An attempt was made to se- 
lect fully ripe, plump, juicy fruit such as would 
be selected by the average thrifty buyer. Since 
oranges available in this locality are principally 
grown in California and Florida, an attempt was 
made to purchase approximately an equal number 
of samples of oranges from each of these localities. 
Unfortunately it was not possible to accomplish 
this at certain seasons of the year. 


PROCEDURE 


The oranges were assayed for their vitamin C 
content by the indophenoltitration method. The 
juice was expressed from the fruit with a glass 
reamer. It was then strained through a light cot- 
ton 14-mesh strainer to remove the seeds and pulp. 
Care was exercised that the juice did not come in 
contact with metal at any time and that it did not 
remain exposed to the air after it was removed 
from the fruit. 

The vitamin C determinations were made by 
combining 2 cc. of the strained juice with 20 cc. ot 
8 per cent acetic acid in a 50-cc. Erlenmeyer flask. 
This mixture was titrated with the dye solution, 
which was added from a microburette until the 
final drop produced a faint-pink end point that 
remained for at least thirty seconds. The dye so- 
lution was prepared by dissolving 0.1 gm. of so- 
dium 2-6, dichlorobenzenoneindophenol in hot dis- 
tilled water, made up to a volume of 200 cc. and 
standardized against a solution containing 0.1 gm. 
of vitamin C (Cebione, Merck) in 100 cc. of 8 per 
cent acetic acid, according to the method of Tripp, 
Satterfield and Holmes.* 


ExpeRIMENTAL Data 


In order that the data accumulated in this study 
may have direct practical value to the reader, they 
are discussed in terms of daily human vitamin C 
requirements. Even a cursory survey of the litera- 
ture reveals considerable disagreement regarding 
these requirements, but in the past it was generally 
accepted that 25 mg.° or 30 mg.® constitutes the 
minimal optimum requirement. Olliver,’ Hawley*® 
and Sweany et al.® believe that 50 mg. represents 
the desired daily consumption. On the other hand, 
the American Medical Association (Smith?) holds 
that 50 mg. should probably be considered as the 
barely adequate rather than the optimal require- 
ment, with considerably larger quantities desir- 
able when economically possible. Van Eekelen,™ 
Heinemann” and Sweany et al. recommend 60 
mg. for the average adult, with larger quantities 
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for pregnant and lactating women. The require- 
ments in pathologic conditions such as tuberculo- 
sis, nutritional anemia, scurvy, myeloid leukemia 
and Addison’s disease may be many times that of 
the average normal young adult. For instance, 
Martin and Heise’ and Trautwein™ recommend 
from 150 to 200 mg. daily in the treatment of se- 
vere tuberculosis; Heilmeyer! found that the daily 
administration of 300 to 600 mg. enhanced the 
therapeutic activity of iron in the treatment of 
secondary anemia; Abt and Farmer" secured con- 
siderable depigmentation in Addison’s disease by 
the oral administration of 450 mg. of vitamin C 
daily; Bastedo™ comments on the treatment of se- 
vere scurvy with 1500 mg. and Eufinger and 
Gaehtgens’* restored to normal a patient with 
myeloid leukemia by the administration of 2000 
mg. Although the population of the United States 
includes both normal persons and those suffering 
from various pathologic conditions, it has been as- 
sumed in this study that the recommendation of 
the Committee on Food and Nutrition of the Na- 
tional Research Council’® of 75 mg. per day consti- 
tutes a suitable human adult requirement. 

Daia concerning the influence of seasons on the 
vitamin C content of oranges were obtained by 
purchasing representative fruit in local retail mar- 
kets in March, June, September and December; it 
was thought that this procedure was typical of 
orange purchases in this locality during the spring, 
summer, fall and winter seasons. An attempt was 
made at each season to secure representative fruit 
of different sizes, price levels and brands. 

Table 1 contains data relative to the season, 
source, weight, cost and amount of juice per orange. 
It also reports the vitamin C content per 100 cc. 
of juice, the amount of juice required to produce 75 
mg. of vitamin C and the cost of this amount on 
the basis of each orange assayed, except that the 
March assays were made on the composite juice 
of two to four oranges. For convenience in com- 
paring the size of the orange with the other data, 
the samples have been arranged for each season in 
order of increasing weight. 

The results obtained for the oranges assayed in 


- March vary over wide limits and show average 


per-orange values of weight 206 gm., cost 28 cents 
per dozen, 77 cc. of juice, 52 mg. of vitamin C per 
100 cc. of juice, and 144 cc. of juice required to 
yield 75 mg. of vitamin C at a cost of 4.8 cents. 
Similar values for June were 150 gm., 29 cents, 74 
cc. of juice, 45 mg. of vitamin C, and 176 cc. of 
juice at a cost of 5.9 cents. In September the. values 
were 160 gm., 27 cents, 76 cc. of juice, 39 mg. of 
vitamin C, and 196 cc. of juice at a cost of 5.9 
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cents. The December values were 212 gm., 3i 
cents, 101 cc. of juice, 56 mg. of vitamin C, and 
137 cc. of juice at a cost of 3.6 cents. Judged by 
these data, oranges are heavier and yield more 
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in June from 112 to 183 gm., average 150 gm.; in 
September from 107 to 276 gm., average 160 gm.; 
and in December from 133 to 338 gm., average 212 
gm. Thus the winter oranges in local retail stores 


Taste 1. Seasonal Variation in the Vitamin C Content of Oranges. 


SAMPLE BRAND Source WEIGHT 
gm. 
March 
ie F Cal 160 
2* D Fla 171 
3* B Fla 182 
4* Cc Fla 186 
5* A Fla 201 
6* A Fla 205 
7* Cc Fla 232 
8* F Cal. 242 
9* F Cal. 278 
Averages 206 
JUNE 
10 F Fla. 112 
11 E Fla. 113 
12 F Cal. 137 
13 F Cal 147 
14 Ut Ut 160 
15 U U 170 
16 U U 17 
17 U U 183 
Averages 150 
SEPTEMBER 
18 F Cal. 107 
19 F Cal. 109 
20 U U 111 
21 U U 117 
22 F Cal 122 
23 U U 134 
24 F Cal. 159 
25 F Cal. 161 
26 F Cal. 181 
27 F Cal. 182 
28 F Cal. 264 
29 F Cal 276 
Averages 160 
DECEMBER 
30 L Fla. 133 
31 L Fla. 142 
32 L Fla. 142 
33 M Fla. 146 
34 M Fla. 160 
35 H Fla. 189 
36 H Fla. 200 
37 J Cal. 210 
38 J Cal. 215 
39 K Fla. 232 
40 F Cal. 233 
41 K Fla 253 
42 F Cal 260 
43 G Fla 321 
44 G Fla 338 


Averages 212 


Vitamin Juice REQUIRED Cost oF 


Cost JUICE per 100 cc. to Give 75 MG. 75 MG. OF 
EXTRACTED OF JUICE oF Vitamin C_ VITAMIN C 
cents ce. mg. ce. cents 
30 67 59 128 4.8 
17 65 52 144 3.2 
25 63 58 129 4.2 
25 96 54 140 3.0 
23 81 54 140 3.3 
23 84 45 167 3.8 
33 92 47 159 4.8 
40 46 49 153 11.1 
40 96 54 140 4.8 
28 77 52 144 4.8 
23 53 41 183 6.6 
23 63 64 117 3.6 
29 74 51 147 4.8 
29 71 42 179 6.0 
35 80 46 164 6.0 
30 78 27 27; 8.9 
30 90 38 198 5.6 
35 79 52 144 5.3 
29 74 45 176 5.9 
18 44 32 234 8.0 
18 50 46 164 5.0 
18 55 40 188 S.J 
18 60 40 188 4.7 
18 55 37 203 5.6 
18 70 44 171 3.6 
25 77 39 192 5.3 
25 74 37 203 5.7 
35 94 39 192 6.0 
35 98 45 167 5.0 
50 108 32 234 9.0 
50 126 34 221 7.4 
27 76 39 196 5.9 
19 71 58 129 2.9 
19 75 50 150 3.2 
19 78 64 117 2.4 
20 79 63 119 2.6 
20 91 55 137 2.6 
35 81 50 150 5.4 
35 88 51 147 5.0 
35 97 54 140 4.2 
35 98 50 150 4.5 
29 122 59 128 2.6 
43 83 64 117 A | 
29 126 67 113 2.1 
43 118 63 119 3.6 
39 153 50 150 3.2 
39 154 40 188 3.9 
31 101 56 137 3.6 


*Average values for two to four oranges. 
fUnknown brand and source. 


juice at a lower vitamin C cost in December than 
at the other seasons of the year when other sources 
of vitamin C are more plentiful. The maximum 
cost for daily requirements, 5.9 cents, occurs during 
the summer and fall months. The values for the 
spring season are intermediate between those of 
winter and summer. 


Weight 
The weight of the oranges varied considerably 


at all seasons of the year. In March the range was 
from 160 to 278 gm., with an average of 206 gm.; 


are slightly more than one third heavier than those 
available during the summer and fall seasons. 


Cost 


The cost of oranges in March varied from 17 to 
40 cents per dozen, with an average of 28 cents; in 
June from 23 to 35 cents, average 29 cents; in Sep- 
tember from 18 to 50 cents, average 27 cents; and 
in December from 19 to 43 cents, average 31 cents. 


It will be noted that there is no consistent relation 


between cost per dozen and weight during the 
different seasons. 
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Juice 

The amount of juice obtained per orange in 
March varied from 46 to 96 cc., with an average of 
77 cc.; in June from 53 to 90 cc., average 74 cc.; in 
September from 44 to 126 cc., average 76 cc.; and in 
December from 71 to 154 cc., average 101 cc. Thus 
oranges purchased in December furnished an aver- 
age of about 30 per cent more juice than those pur- 
chased at other seasons of the year. At any specific 
season there appears to be a wide variation between 
weight and cost. For instance, in March from a 
160-gm. orange costing 30 cents per dozen one 
may obtain 67 cc. of juice, whereas at the same 
season from an orange weighing 242 gm. and cost- 
ing 40 cents per dozen only 46 cc. is obtained, or 
approximately two thirds as much. Relation of 
this type for weight, cost and amount of juice ob- 
tained per orange may be noted in the data col- 
lected at each season of the year. Thus there seems 
to be no consistent relation at any season or through- 
out the seasons between weight and cost. Accord- 
ingly, the purchaser cannot place too much reliance 
on the size of the oranges or their cost as a guide 
to the amount of juice he will obtain from them. 


Vitamin C 

The amount of vitamin C per 100 cc. of orange 
juice in the March samples varied from 45 to 59 
mg., with an average of 52 mg.; in June from 27 
to 64 mg., average 45 mg.; in September from 32 
to 46 mg., average 39 mg.; and in December from 
40 to 67, average 56 mg. Thus the quality of fresh 
juice, judged by its vitamin C content, decreased 
consistently from winter, 56 mg., through spring, 
52 mg., summer, 45 mg,., and fall, 39 mg. From 
these data it is quite apparent that the vitamin C 
concentration of the ultimate consumer’s orange 
is significantly influenced by the season of the year 
in which he buys it. 

The amount of juice required to yield the daily 
requirement of 75 mg. of vitamin C varied during 
March from 128 to 167 cc., with an average of 144 
cc.; during June from 117 to 278 cc., average 176 
cc.; during Sentember from 164 to 234 cc., average 
196 cc.; and during December from 113 to 188 cc., 
average 137 cc. Hence in September, or in other 
words during the late summer and early fall, one 
must consume one and a half times as much orange 
juice as in December or early winter to obtain the 
same amount of vitamin C. From these data and 
those of the preceding paragraph, the consumer 
learns that both the amount of juice per orange 
and its content of vitamin C are less during the 
summer and early fall than during the early winter. 

The cost of the daily requirement of 75 mg. of 
vitamin C varied during March from 3.0 to 11.1 
cents, with an average of 4.8 cents; during June 
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from 3.6 to 8.9 cents, average 5.9 cents; during 
September from 3.6 to 9.0 cents, average 5.9 cents; 
and during December from 2.1 to 5.4 cents, average 
3.6 cents. Thus it is evident that this cost is ex- 
tremely variable at any and all seasons of the year. 
The average cost was least, 3.6 cents, in the winter 
months; it increased to 4.8 cents in the spring, and 
to 5.9 cents during the summer and fall. 


SUMMARY 


Oranges were purchased in local retail stores 
and from hucksters under average conditions. The 
juice was removed and assayed for its vitamin C 
content. Thus data were accumulated concerning 
the relation of season, size and price to vitamin C 
content. There was considerable seasonal influ- 
ence on nutritive value. The oranges were heavier 
and contained more juice at a lower vitamin C 
cost in December than at other seasons of the 
year. The cost of 75 mg. of vitamin C was 4.8 
cents in March, 5.9 cents in June and September 
and 3.6 cents in December. 

The data show that the average purchaser can- 
not use the size or cost of oranges as a reliable 
guide to the amount of juice or to the cost of the 
daily requirements of vitamin C. 


REFERENCES 


. Guellow, C. N. Personal communication. 

. Lorenz, A. J. Personal communication. 

. Holmes, A. D., Pigott, M. G., and Tripp, F. Comparative costs of 
vitamin C in fresh and commercially canned fruit and vegetable 
juices. New Eng. ]. Med. 225:68-73, 1941. 

. Tripp, F., Satterfield, G. H., and Holmes, A. D. Varietal differences 
in the vitamin C (ascorbic acid) content of tomatoes. ]. Home 


Econ, 29:258-262, 1937. 

. Harris, L. J., Abbasy, M. A., Yudkin, J., and Kelly, S. Vitamins 
in human nutrition: vitamin-C reserves of subjects of the voluntary 
hospital class. Lancet 1:1488-1490, 1936. 

. U. S. Federal Register: Title 21— Food and Drugs. Chapter I: Food 
and Drug Administration. November 22, 1941. P. 5922. 

. Olliver, M. Antiscorbutic values of fruits and vegetables. 
2:190-192, 1940. 

. Hawley, E. E. The vitamin C content of fruit juices. J. Am. Dietet. A. 
13:261, 1937. 

. Sweany, H. C., Clancy, C. L., Radford, M. H., and Hunter, V. The 
body economy of vitamin C in health and disease, with special 
studies in tuberculosis. J. 4. M. A. 116:469-474, 1941. - 

10. Smith, Sybil L. Human requirements of vitamin C. In The Vitamins: 
A symposium arranged under the auspices of the Council on Phar- 
macy and Chemistry and the Council on Foods of the American 
Medical Association. 637 pp. Chicago: American Medical Associa- 
tion, 1939. P. 403. 

11. van Eekelen, M. On the amount of ascorbic acid in blood and urine: 
the daily human requirements for ascorbic acid. Biochem. ]. 30:2291- 
2298, 1936. 

12. Heinemann, M. On the relation between diet and urinary output of 
thiosulphate and ascorbic acid: human requirements for vitamin C. 
Biochem, ]. 30:2299-2306, 1936. 

13. Martin, G. J., and Heise, F. H. Vitamin C nutrition in pulmonary 
tuberculosis. Am. ]. Digest. Dis. & Nutrition 4:368-374, 1937. 

14. Trautwein, H. Die Ascorbinsaure (Vitamin C) in der Behandlung der 
Lungentuberkulose. Beitr. z. Klin. d. Tuberk. 91:411-421, 1938. 

15. Heilmeyer, L. Die Behandlung eisenempfindlicher Animien mit askor- 
binsaurem Eisen, zugleich ein Beitrag zum Mechanismus der Eisen- 
wirkung und zur Frage der Eisenmangelkrankheit. Deutsches Arch. 
f. klin. Med. 179:216-231, 1936. 

16. Abt, A. F., and Farmer, C. J. Vitamin C pharmacology and _ thera- 
peutics. In The Vitamins: A symposium arranged under the auspices 
of the Council on Pharmacy and Chemistry and the Council on Foods 
of the American Medical Association. 637 pp. Chicago: American 
Medical Association, 1939. P. 435. 

17. Bastedo, W. A. Materia Medica, Pharmacology, Therapeutics and Pre- 
scription Writing for Students and Practitioners. 778 pp. Fourth 
edition. Philadelphia: W. B. Saunders Company, 1937. P. 80. 

18. Eufinger, H., and Gaehtgens, G. Uber die Einwirkung des Vitamin C 
auf das pathologisch veranderte weisse Blutbild. Klin. Wcehnschr. 
15:150, 1936. 

19. Council on Pharmacy and Chemistry. The proper use of vitamins in 
mixtures. J. A. M. A. 1193949, 1942. 


vw 


Lancet 


4 

id 

3 : 

; 


12 THE NEW ENGLAND JOURNAL OF MEDICINE 


Jan. 7, 1943 


HEMORRHAGE FROM MECKEL’S DIVERTICULUM IN AN ADULT 
Report of a Case 


ABRAHAM SERVETNICK, M.D.* anp Howarp G. Nicuots, M.D.* 
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ECKEL’S diverticulum occurs as a result of 
failure or complete obliteration of the 
omphalomesenteric duct. Its structure depends on 
the degree of obliteration that has taken place. It 
is usually situated on the antimesenteric side of the 
ileum, 30 to 90 cm. proximal to the ileocecal valve, 
but in rare cases it may occur at any other point 
in the gastrointestinal tract.’ The tip of the di- 
verticulum often lies free in the abdominal cavity. 
It may be attached to other viscera or to the abdom- 
inal wall, and rarely may be situated between the 
leaves of the mesentery.” Most diverticulums are 
‘ not over 10 cm. in length, but Tisdall* has reported 
a diverticulum which was more than 100 cm. long. 
Meckel’s diverticulum occurs twice as often in 
males as in females,*’* and pathologic lesions in- 
volving it occur with greatest frequency in early 
childhood, but may do so at any age. The pres- 
ence of a Meckel’s diverticulum in approximately 
2 per cent of the population’ *° and the fact that 
every third or fourth diverticulum becomes the 
seat of disease’ * emphasize the importance of this 
appendage in the differential diagnosis of abdom- 
inal disease. 

Ulceration with hemorrhage or perforation, 
acute inflammation, various forms of obstruction 
and neoplasms are the important lesions with 
which this structure may be affected. Obstruction 
and inflammation are the pathologic entities most 
frequently encountered in adults, whereas hemor- 
rhage is by far the commonest lesion in children.’ 

The presence of heterotopic tissue, which has 
been estimated to occur in 25 per cent of these 
diverticulums,® is significant, for it renders the 
latter particularly susceptible to ulceration. Gastric 
and jejunal mucosa and pancreatic tissue are the 
usual types of aberrant tissue found. Hudson and 
Koplik® found gastric mucosa in 50 per cent of 23 
cases of Meckel’s diverticulum. 
Renner” reviewed 78 cases and found hetero- 
topic tissue in 64, of which 50 presented evidence 
of ulceration. Moreover, intestinal hemorrhage oc- 
curred in 75 per cent of the cases containing the 
heterotopic cells. On the other hand, Brown and 
Pemberton™ in 47 cases in which the diverticulum 
had been surgically removed, noted that bleeding 
had not occurred in any case and that the diverticu- 
lum contained gastric tissue in only 8 cases. 


*Member of courtesy staff, Hale Hospital, Haverhill. 


Johnston and’ 


These studies suggest that the presence of gastric 
mucosa in a Meckel’s diverticulum is deleterious 
and increases the likelihood of dangerous compli- 
cations; for ulceration, when it does occur, usually 
develops at the junction of the ileal and hetero- 
topic gastric mucosa, forming a marginal ulcer 
akin to a gastrojejunal ulcer. The ulcer is ap- 
parently the result of erosion of the intestinal 
mucosa by the secretions of the heterotopic gastric 
cells.” The ulcer so formed usually penetrates 
the wall for a considerable depth. The variation in 
the site and extent of these ulcerations is dependent 
on whether only a part or the whole of the di- 
verticulum is lined with gastric mucosa. The ma- 
jority of the ulcers are situated at the bases of 
the diverticulums. The accompanying diagram 


Diverticulum 


Figure 1. Diagram Showing the Various Sites of Ulcera- 
tion in 45 Cases in Which the Ulcer Sites Were Specified. 


(Fig. 1) based on figures by Cobb” graphically 
portrays the relative incidence of the various ulcer 
sites. 

The symptomatology of Meckel’s diverticulum 
is primarily that of the underlying pathologic 
condition and falls into the following groups: in- 
flammatory; obstructive; ulcerative, with and with- 
out perforation; and neoplastic. This study will 
be limited to a discussion of the ulcerative group. 

In the cases of ulceration with perforation, the 
symptoms are those of peritoneal irritation: namely, 
abdominal pain, nausea, vomiting, tenderness and 
muscular rigidity. The resulting inflammatory 
processes are likely to be well localized® 

In ulceration without perforation, the cardinal 
symptom is hemorrhage. The bleeding may be 
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slight, periodic or intermittent over a long period 
of time, or it may be sudden and profuse. ac- 
companied by the symptoms of severe blood loss. 
The character of the expelled blood is frequently of 
great diagnostic significance,” for it is unlikely to 
be so dark or tarry as that from bleeding in the 
upper gastrointestinal tract or so bright red as that 
from hemorrhage of the colon. 

Pain is a variable symptom but, if present, is 
usually located at the umiilicus. It may be’ peri- 
odic and zelated to meals but, unlike the pain of 
gastric or duodenal ulcer, is not relieved by food.* 
Pain may be noted for the first time with or after 
hemorrhage and is then usually cramplike. 

Tenderness and muscular rigidity are usually 
absent, but palpation frequently produces some 
feeling of abdominal discomfort. 

The following case report of a Meckel’s diverticu- 
lum with ulceration demonstrates the importance 
of the cardinal symptom of hemorrhage in un- 
perforated cases. It is noted here in all its varia- 
tions in a young man over a three-year period, with 
absence of any other symptoms. 


Case Report 


A.C., a 24-year-old telephone lineman, was seen for the 
first time in November, 1937, by one of us (A.S.). His 
chief symptom was bloody stools, which he had noted for 
several days, following what he believed was a “grippe” 
infection. There was no history of a gastrointestinal up- 
set or of any symptoms that usually accompany disease of 
the gastrointestinal tract. 

Physical examination was negative except for a soft sys- 
tolic murmur heard at the apex of the heart and not 
transmitted, and a moderate anemia. The red-cell count 
was 3,400,000, with a hemoglobin of 65 per cent, and the 
white-cell count 9000, with 65 per cent polymorphonuclears 
and 35 per cent lymphocytes. The blood smear was con- 
sistent with a microcytic anemia. 

The rectum was cleansed by a saline irrigation; this was 
followed by a proctoscopic and sigmoidoscopic examina- 
tion, which revealed no abnormality of the rectum or 
sigmoid other than a slight trickle of blood and the pres- 
ence of small clots beyond the tip of the sigmoidoscope. 
led rest was advised and a modified Sippy regime insti- 
tuted. The stools gradually cleared of blood. The red- 
cell count, which at first had dropped to 2,300,000 with 
a hemoglobin of 45 per cent, gradually rose so that at the 
cnd of 2 weeks it was 4,000,000, with a hemoglobin of 65 
per cent. During this period there were no abnormal 
findings on repeated physical examination. A complete 
roentgen-ray examination of the gastrointestinal tract 
showed no evidence of intrinsic disease. 

In view of the negative findings, a diagnosis of either 
Meckel’s diverticulum with ulceration and hemorrhage or 
a solitary bleeding polyp of the colon was entertained. 
Further roentgen-ray study was advised either to confirm 
or rule out these conditions, but was not accepted. 

There were no further bleeding spells until August 16, 
1°58, when a moderate-sized bloody stool was observed, 
unaccompanied by any subjective symptoms. Physical ex- 
amination again yielded negative results. The red-cell 
count was 4,500,000, with a hemoglobin of 75 per cent, and 
the white-cell count 7600, with a normal smear. The fol- 
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lowing morning the stool was normal except for a few 
streaks of blood coating the fecal mass. The patient con- 
sented to a re-examination of the colon by a contrast 
barium enema. This showed no abnormality. Further 
roentgen-ray examination of the gastrointestinal tract with 
special study of the small bowel was again advised, but 
was declined. 

In vicw of the repeated intestinal hethorrhages with a 
lack of any other symptoms, the repeated absence of phys- 
ical findings and the negative results obtained from blood 
studies and rocntgen-ray examination, exploratory 
laparotomy seemed justifiable. This was advised, but the 
patient refused operation. He continued his bland diet of 
six meals a day, and in addition took 50 mg. of vitamin C 
three times a day. Small amounts of blood were noted 
at times in the stool, but the patient continued at his 
work, 

On the morning of October 2, 1940, the patient noted a 
small bloody stool, but went to his work as usual. Later, 
while at work, he suddenly felt weak and dizzy. Al. 
though these sensations lasted but a short time, he decided 
not to continue his work and drove a truck 9 miles to 
the company’s garage. During the journey the weakness 
and dizziness recurred, accompanied by rectal incon- 
tinence. He was able to reach the garage and, without 
assistance, drove another 7 miles to his home. He was 
seen shortly afterward by one of us (A.S.) lying on a 
divan, his trousers and shoes covered with a dark, foul- 
smelling, bloody discharge. The temperature was 97.6°F., 
the pulse 84, and the blood pressure 132/90. The pa- 
tient’s color was good, and there was no pain or distress. 
No further bowel movements occurred uniil late that 
night, when the patient again felt weak, perspired freely 
and had two large, dark, foul-smelling, bloody move- 
ments. Examination showed a pale, perspiring individual 
whose pulse was weak, with a rate of 60; the blood pres- 
sure 86/60. One fourth grain of morphine sulfate was ad- 
ministered subcutaneously, and the patient was transported 
to the hospital. 

On arrival he appeared somewhat better; his pulse rate 
was 96 and of good quality, and he complained of thirst. 
The following morning his condition was unchanged; 
the pulse was 96 and of good quality, and the blood pres- 
sure was 114/70. The red-cell count was 3,400,000, with 
a hemoglobin of 50 per cent, and the white-cell count 
19,000, with a normal differential. There were no recur- 
rences of bloody stools during the next 36 hours. 

During the afternoon of the 2nd hospital day there was 
a recurrence of weakness, accompanied by perspiration, 
slowing of the pulse rate and dropping of the blood pres- 
sure, with a free rectal discharge of dark, foul-smelling 
blood. Morphine was immediately administered and a 
transfusion of 500 cc. of citrated blood was given, fol- 
lowed by a continuous intravenous infusion of 5 per cent 
glucose in physiologic saline solution. As a result of these 
measures an improvement was noted. The following 
morning, although no recurrence of bleeding had taken 
place, the patient appeared much paler and the red-cell 
count was 1,200,000, with a hemoglobin of 18 per cent. 

One of us (H.G.N.) saw the patient in consultation. 
Since active bleeding had apparently ceased, it was decided 
to resort to daily blood transfusions in the hope of getting 
the red-cell count up to at least 3,000,000 before opera- 
tion, but to operate immediately in the event of a recur- 
rence of bleeding. This course was pursued. A daily 
transfusion of 500 cc. of citrated blood was given. There 
were no recurrences of bleeding and the red-cell count 


= 

ic 
Is 
li- 
ly 
er 
p- 
al 
ic 
es 
in 
nt 
li- 
of 

4 
ied. 
lly 
cer 
im 
gic 
in- 
th- 
vill 
up. 
the @ 
ely, 
ind 
ory 
nal 
be 


14 THE NEW ENGLAND JOURNAL OF MEDICINE Jan. 7, 1943 


gradually rose, so that on October 13, it was 4,070,000, 
with a hemoglobin of 74 per cent. 

Operation was performed by one of us (H.G. N.) on 
October 14. Under nitrous oxide and ether anesthesia, a 
left midrectus incision was made, with the thought that if 
a Meckel’s diverticulum was not found, an exploration of 
the left colon would be possible. The peritoneum was 
opened and a Meckel’s diverticulum was found on the 
antimesenteric border of the ileum, 60 cm. proximal to 
the ileocecal valve, its tip lying free between the coils of 
bowel. The diverticulum was 8 cm. in length, roughly 
conical in shape and slightly irregular in outline, and pos- 
sessed its own small mesentery. A remnant of the vitel- 
line artery coursed along the mesentery to the tip of the 
diverticulum. There was no external evidence of inflam- 
mation or ulceration on inspection, but palpation revealed 
a slightly indurated area involving one side of the base 
of the organ. This was presumed to be an ulcer and the 
source of the recurrent bleeding. Resection was per- 
formed at the junction of the diverticulum and ileum and 
the opening in the ileum was closed transversely. 

The patient made an uneventful recovery and was dis- 
charged on October 26, the 12th postoperative day. He 
has remained well since. 

The pathologist’s report was as follows: 

The gross specimen consists of a round, flattened 
mass 3 cm. in diameter. One surface shows numerous 
mucosa-like folds with an area of shallow superficial 
ulceration. 

Microscopically the structure is covered with a pal- 
isade of deep glands that resembles gastric mucosa. At 
one point this is interrupted and a definite ulcer is 
seen. The floor of the ulcer is covered with a thick 
layer of polymorphonuclear leukocytes, while the sub- 
mucosa shows numerous engorged vessels, hemorrhage 
and marked round-ceil infiltration. 

Diagnosis: Meckel’s diverticulum with ulceration. 


SUMMARY AND CONCLUSIONS 


A case report of Meckel’s diverticulum with 
ulceration and hemorrhage occurring in a young 


man is presented, showing that Meckel’s diverticu- 
lum must be considered in the differential diagno- 
sis of abdominal disease at any age and not merely 
in the young. 

Bleeding from the gastrointestinal tract is the 
cardinal symptom of the presence of a nonperforat- 
ing ulceration of a Meckel’s diverticulum, and 
may be the only symptom of its presence. 


Meckel’s diverticulum should be considered in 
any case of intestinal hemorrhage whose source 
cannot be demonstrated by careful roentgen-ray, 
endoscopic and laboratory examinations. 


REFERENCES 


1. Nygaard, K. K., and Walters, W. Malignant tumors of Meckel’s diver- 
ticulum. Arch. Surg. 35:1159-1172, 1937. 

2. Abt, I. A., and Strauss, A. A. Meckel’s diverticulum as a cause of 
intestinal hemorrhage. J]. A. M. A. 87:991-996, 1926. 

3. Tisdall, F. F. An unusual Meckel’s diverticulum as a cause of intes- 
tinal hemorrhage. Am. ]. Dis. Child. 36:1218-1223, 1928. 

. Pemberton, J. deJ., and Stalker, L. K. Meckel’s diverticulum: review 
of twenty cases with report of two cases. Surgery 3:563-567, 1938. 

. Hudson, H. W., Jr. Meckel’s diverticulum in children: second clinical 
and pathologic study with report of thirteen additional cases. New 
Eng. ]. Med. 208:525-535, 1933. 

6. Gray’s Anatomy. Twentieth edition, 1396 pp. Philadelphia: Lea & 
Febiger, 1918. P. 1172. 

7. Miller, R. H., and Wallace, R. H. Meckel’s diverticulum in acute 
abdominal emergencies. Ann. Surg. 98:713-721, 1933. 


Vi 


8. Matt, J. G., and Timpone, P. J. Peptic ulcer of Meckel’s diverticulum: 
a report and review of the literature. Am. J]. Surg. 47:612-622, 
940. 
. Hudson, H. W., Jr., and Koplik, L. H. Meckel’s diverticulum in 
children: clinical and pathologic study, with report of 32 cases. 
New Eng. ]. Med. 206:827-840, 1932. 
10. Johnston, L. B., and Renner, G., Jr. Peptic ulcer of Meckel’s diver- 
ticulum. Surg., Gynec. & Obst. 59:198-209, 1934. 

11. Brown, P. W., and Pemberton, J. deJ. Solitary ulcer of the ileum 
ood ulcer of Meckel’s diverticulum. Ann. Int. Med. 9:1684-1702, 

12. Cobb, D. B. Meckel’s diverticulum with peptic ulcer. Ann. Surg. 
103:747-764, 1936. 

13. Alvarez, W. C., and Brown, P. W. In Oxford Loose Leaf Medicine. 
Diseases of Meckel’s diverticulum. 3:302 (34). 


| 
“> 
AD 
. 3 7 
oe 
t 
3 0 
: 4 at 
| re 
tr 
co 
R 
the 
4 Mea 
Tho 
| 
| Part 
tA 
tolog 


Vol. 228 No.1 


SYPHILIS — LANE AND CRAWFORD 


MEDICAL PROGRESS 


SYPHILIS 
C. Guy Lang, M.D.* anp G. Crawrorp, M.D.7 


BOSTON 


HE satisfaction with which we have called 

attention to the reduced incidence of syphilis 
in recent progress reports must now give way be- 
fore the inevitable increase of venereal disease that 
has occurred with every war in history. Never- 
theless, in the last decade the education of the pub- 
lic and the awakening of the professional mind to 
the problem of syphilis have been advanced more 
than ever before. One can only hope that enough 
has been accomplished so that our military forces 
will be freer of infection than previously. If such is 
the case, the intensification of the campaign against 
syphilis after the war will yield even more fruitful 
results. 

After nearly two years of fighting, Great Brit- 
ain has been able to report that the increase in 
venereal disease has fallen far short of what was 
expected in the British armed forces.’ It was 
also shown in this survey that in the first seven 
months of the war the rate of civilian infection 
reversed its downward trend and rose 25 per cent 
in England and Wales, but thereafter remained 
approximately stationary. In our own army 
a rise was noted before we actually entered the 
wer. The admission rate for all venereal dis- 
ease for the United States Army for the year 
ending June 30, 1941, was 13 per cent higher 
than that for the preceding twelve months. 
This figure will undoubtedly be further elevated 
as time goes on. The Army has taken steps much 
more rapidly and effectively than ever before to 
counteract this tendency. A venereal-disease-con- 
trol officer® has been assigned to each camp of 20,000 
or more men, each field army, air force or armored 
force, each corps area or department and each di- 
vision, general headquarters or headquarters, 
communications zone. This step is in addition to 
other measures already in effect. These officers 
are directly in command of educational and rec- 
reational programs, facilities for prophylaxis, 
troop inspections, facilities for diagnosis and treat- 
ment, co-operation with civilian authorities and the 


collection of data. Co-operation will be carried 


Reprints of articles in this series are not available for distribution, but 
the articles will be published in book form. The current volume is 
Medical Progress: Annual, Vol. III, 1942 (Springfield, Mlinois: Charles C 
Thomas Company, 1942. $5.00). 

“Clinical professor of dermatology, Harvard Medical School; chief, De- 
Partment of Dermatology, Massachusetts General Hospital. 

fAssistant in dermatology, Harvard Medical School; assistant in derma- 
tology, Massachusetts General Hospital. 


out with the Bureau of Medicine and Surgery of 
the United States Navy, the Division of Social Pro- 
tection and the Public Health Service of the Fed- 
eral Security Agency, the Federal Bureau of In- 
vestigation, health and law enforcement agencies 
of states and smaller political units and certain non- 
governmental agencies, such as the American Social 
Hygiene Association. 

The United States Public Health Service is now 
taking additional measures. An outstanding 
syphilologist, Dr. Udo J. Wile, professor of derma- 
tology and syphilology at the University of Michi- 
gan Medical School, has been commissioned 
medical director in the United States Public Health 
Service for active duty with the Division of 
Venereal Disease Control. His responsibilities in- 
clude the establishment and maintenance of treat- 
ment centers and quarantine units, which the Pub- 
lic Health Service and the states are developing in 
critical war areas and regions surrounding military 
establishments. These units will be manned by 
personnel with special training in the new rapid 
intensive-therapy methods. These hospitals are 
for the treatment of prostitutes and recalcitrant 
persons who are capable of spreading the disease. 
This should obviate such incidents as have oc- 
curred where Army authorities have been forced 
to declare certain cities and localities as out of 
bounds for all military personnel. 

The present policies and activities of the United 
States Public Health Service have been outlined 
by Draper.® Early in 1940, the War Department, 
the Navy Department, the Public Health Service 
and the forty-eight state health departments 
entered into an official agreement for improved 
control of venereal disease in areas where armed 
forces or defense employees were newly concen- 
trated. This action facilitates the exchange of in- 
formation, co-operation with local police in re- 
pressing prostitution and the furthering of other 
control measures, such as quarantine. Many state 
health departments already have smoothly work- 
ing plans in effect, but local and municipal action 
is varied. All branches of the federal service 
should, and undoubtedly will, give to local com- 
munities leadership, financial assistance and pro- 


fessional help. 
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ExpERIMENTAL STUDIES 


Interesting reports have appeared describing the 
study of Treponema pallidum with the electron 
miscroscope. Wile, Picard and Kearny® have 
found that some spirochetes are enclosed in a con- 
tinuous envelope of unknown nature. Flagella 
were sometimes seen attached at various points 
along the sides of the organisms, but not at the 
ends. Curious knoblike structures were described, 
which were held to be integral parts of the organ- 
ism because of their uniform shape and density. 
Morton and Anderson’ have published similar 
findings. These investigators also found that some 
of the granules or knoblike structures were ap- 
parently in various stages of separation from the 
spirochetes. In some organisms constrictions were 
observed that were interpreted as the possible be- 
ginnings of transverse division. 

Studies on the relation of vitamin C (ascorbic 
acid) to arsenical sensitivity have been continued 
by numerous investigators. Delp and Weber® 
studied plasma vitamin C levels in untreated 
syphilis, patients under routine antisyphilitic ther- 
apy and cases that had shown definite arsenical 
sensitivity. Vitamin C levels were found to be 
unaffected by routine therapy. It was impossible to 
predict sensitivity from plasma vitamin C levels. 
Improvement in arsenical dermatitis, brought about 
by treatment with vitamin C, seems to be due to 
a forced increase in the plasma vitamin C levels. 
Bundesen and his co-workers,® following the find- 
ing that ascorbic acid inhibits the oxidation of the 
arsphenamine radical, patch-tested known sensitive 
patients with a mixture of vitamin C and neo- 
arsphenamine. Of 38 patients who showed strong- 
ly positive patch-test reactions to neoarsphenamine 
alone, 32 exhibited negative patch-test reactions 
with the addition of vitamin C. Vitamin C plasma 
levels had no effect on the reactions. It was the 
belief of these workers that patients who showed a 
positive patch reaction to a mixture of 30 per cent 
neoarsphenamine and 10 per cent ascorbic acid 
could probably not be desensitized by means of 
vitamin C. It is to be hoped that this approach may 
te utilized to detect which patients can safely con- 
tinue treatment, with the help of vitamin C, even 
though they have become sensitized to the arsphen- 
amines. Cormia’® has reported on the clinical use 
of asco-bic acid in arsenical sensitivity. He found 
vitamin C beneficial in the treatment of arsenical 
dermatitis and useful in the prevention of further 
reactions. 


SEROLOGY 


A great deal of work is continuing in the at- 
tempt to eliminate so-called “false-positive” sero- 
logic errors. Cardon and Atlas" have called atten- 


tion to their discovery that biologic false-positive 
serologic reactions were observed in 8 (23 per cent) 
of 34 cases of hyperproteinemia and hyperglobulin- 
emia associated with a variety of conditions, such 
as chronic pyelonephritis, cirrhosis of the liver 
with alcoholism, otitis media with erysipelas, pneu- 
monia, acute pyelonephritis, paraplegia and de- 
hydration. This is compared with a normal in- 
cidence of 1 false-positive reaction in every 4000 
normal persons. Where a false-positive reaction 
is suspected, it may be well to institute blood- 
protein studies; increase in either the total serum 
protein or the serum globulin or both, in the pres- 
ence of an associated anticomplementary Wasser- 
mann reaction, is strongly suggestive of a biologic 
false-positive reaction. 

Kahn has modified his “verification” test for 
syphilis for the differentiation of specific and non- 
specific serologic reactions. This author has pre- 
viously described a verification test based on a 
differential-temperature technic. The present 
modification of the test relies on the observation 
that specific and nonspecific reactions are af- 
fected differently by certain concentrations of 
sodium chloride. It is thought that this removes 
the limitations of the differential-temperature tech- 
nic. Kahn states that the present method makes 
possible the typing of either precipitation or com- 
plement-fixation seropositive reactions on the basis 
of their specificity. Chargin and Rein™ report their 
failure to achieve anything like consistently satis- 
factory results with the use of Kahn’s technic. It 
is hoped that the performance of the latter’s new 
modification will be more uniformly applicable as 
a verification procedure. 


An interesting study was carried out by Burney, 
Mays and Iskrant."* Eleven apparently nonsyphilitic 
dementia praecox patients were inoculated with 
malaria and all subsequently had at least one posi- 
tive serologic test for syphilis. Eight different sero- 
logic technics were employed, some being carried 
out by more than one laboratory. The Hinton test 
was the only one that showed no positive re- 
actions; there were, however, three doubtful re- 
actions. No positive or doubtful reactions to any 
of the tests were returned on the negative controls. 
The greatest proportion of positive reactions oc- 
curred fifteen to twenty-one days after the clinical 
onset of the malaria. With one exception the posi- 
tivity did not extend over a period of longer than 
four weeks. This study again emphasizes the im- 
portance of ruling out malaria in regions where 
this disease is endemic before making a diagnosis 
of syphilis based on serologic reactions alone. 

The present status of biologic false-positive sero- 
logic tests for syphilis is most adequately summed 
up in an editorial!® that seems a more valuable 
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statement of facts than any paper reviewed. It 
did not seem possible to abstract this short disserta- 
tion satisfactorily, but one statement seems well 
worth remembering: “The reactivity of normal 
human sera with flocculation antigens is usually 
only minimal in degree, requires refined techniques 
for its demonstration, and is usually not apparent 
in the diagnostic tests.” For all practical purposes, 
this refutes the popular conception that many false- 
positive tests are being reported. When the editor 
quoted used the term “diagnostic tests” he referred 
to the standard laboratory procedures such as are 
relied on by the average practitioner. It is only 
in institutiors where serologic research is carried 
on that the previously mentioned refinements are 
obtainable. 

A serologic technic for the titration of minute 
traces of reagin has been described by Lund.*® 
This holds great possibilities for the solution of 
the false-positive problem. It may place the serol- 
ogy of syphilis on a quantitative scale that far 
exceeds the scope of standard tests. 

In former years there was an oft-quoted belief 
that serologic tests for syphilis are not reliable dur- 
ing pregnancy. Many have long known, how- 
ever, that this was a false impression. Kandler'’ 
reports a serologic study of 10,354 pregnant 
women. Several serologic technics were employed, 
and it was found that the degree of sensitivity was 
higher than in nonpregnant women. The speci- 
ficity of the tests was not impaired, as there were 
but 0.20 to 0.32 per cent nonspecific reactions. 
This should silence any further comment on the 
unreliability of serologic tests for syphilis in 
pregnancy. 


PRoBLeMs 


Transfusion syphilis. In previous progress re- 
ports it has been brought out that citrated whole 
blood, after a few days’ refrigeration, is suitable 
for transfusion without danger to the recipient, 
even though syphilitic donors may have been em- 
ployed. Turner, Bauer and Kluth’® have now 
shown that desiccated blood serum is also safe 
under the same circumstances. Their work was 
carried out with the spirochetes of both syphilis 
and yaws, and rabbits were utilized as test animals. 
All the control animals developed syphilis. After 
freezing and drying, from six to sixty-five times 
the amount injected into controls produced no 
syphilis. Therefore Treponema pallidum is com- 
monly killed by the process of freezing and desicca- 
tion, even when the method is such that the via- 
bility of many bacteria and viruses is retained. 
It would thus seem that the transfusion of desic- 
cated blood serum or plasma is probably without 
risk regarding the transmission of syphilis or yaws, 
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even though the material is obtained from infected 
donors. 

Accidental infection. Leifer™ reports the cases 
of two dentists who presented paronychias of the 
left index-finger nail fold. Both had epitrochlear 
and. axillary adenopathy. The first case went un- 
recognized until secondary syphilis developed two 
months later. Profiting by this experience, the 
author then utilized his heightened index of suspi- 
cion and diagnosed the second case by dark-field 
examination when the chancre was only two 
weeks old. 

Infectious relapse. Eighty cases of infectious re- 
lapse were reviewed by Kern.”” About two thirds 
of these relapses occurred in the first year after 
the end of treatment, and 80 per cent within the 
first two years. Relapses were most frequent in 
patients whose treatment was begun in the primary 
stage. Suboptimal therapy was followed by the 
greatest number of early relapses, their frequency 
decreasing as the total of arsenical injections in- 
creased, as one might expect. Kern believes that 
irregularity of therapy is unimportant as compared 
with inadequate amounts of treatment. He ob- 
served, however, that irregularity accounted for 
75 per cent of relapses occurring after the first 
twenty injections of arsenic. These findings 
emphasize what we have again and again stressed 
in these progress reports: namely, that continuous 
treatment in adequate dosage is essential for the 
cure of early syphilis. 

Osseous syphilis. It is probably a common tend- 
ency to think of destructive bone changes as mani- 
festations of late syphilis. Statistically this is justi- 
fied, but a report by Reynolds and Wassermann** 
emphasizes the occurrence of destructive osseous 
lesions in early syphilis. Fifteen cases of osteitis, 
osteoperiostitis and osteomyelitis have been report- 
ed from the Johns Hopkins Hospital. This is an 
incidence of 0.15 per cent in 10,000 cases of early 
syphilis. The writers gathered 15 more cases from 
the literature. The bones of the skull were in- 
volved most frequently; those of the sternoclavicu- 
lar region were next in frequency. Pain and 
localized tumefaction were the commonest symp- 
toms, but varied according to the degree of peri- 
ostitis. Pain was worst at night, but some cases 
were completely asymptomatic. Lesions of the 
bone occasionally preceded, rather than followed, 
the secondary eruption. Early syphilitic lesions, 
even when destructive, responded to treatment 
with prompt healing, leaving no residual evidence 
of their existence. It is interesting to call to mind 
the peculiar stubbornness often encountered in os- 
seous lesions late in the disease. The osteomyelitis 
of late syphilis is also likely to be a source of di- 
agnostic confusion, simulating such other condi- 
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tions as sinusitis, metastatic carcinoma, Paget’s 
disease, osteitis fibrosa cystica, as brought out 
by Alexander and Schoch.”” These authors ad- 
vocate a therapeutic trial in all problematic bone 
lesions with positive serologic tests for syphilis, be- 
fore radical therapy is instituted. This is excellent 
advice. 

Cardiovascular syphilis. ‘The early diagnosis of 
syphilitic aortitis has been the subject of many dis- 
sertations. Kampmeier, Glass and Fleming” be- 
lieve that the clinical diagnosis of uncomplicated 
syphilitic aortitis is, for all practical purposes, im- 
possible. A report by Boharas, Hollander and 
Goldsmith™* supports the contention that a posi- 
tive clinical diagnosis of early syphilitic aortitis is 
nearly impossible. After a comparison of three 
technics of radiologic measurement it was con- 
cluded that a reliable diagnosis could not be made 
before a wide dilatation of the aorta had occurred. 
These authors go so far as to assert that a positive 
diagnosis of cardiovascular syphilis can be made 
only in the presence of saccular aneurysms, of aortic 
regurgitation appearing for the first time in middle- 
aged syphilitic patients, or of a diffusely dilated 
aorta without aortic regurgitation or hypertension, 
past or present. The asymptomatic phase of syphi- 
litic aortic insufficiency was studied by McDermott, 
Tompsett and Webster.”* Aortic insufficiency with- 
out aneurysm was found in 91 (4.5 per cent) of 
2018 patients. Half these patients denied any symp- 
toms of cardiac insufficiency at the time of diag- 
nosis. It was possible to follow 28 patients for 
more than two years; 2 died of heart disease and 
only 2 others developed symptoms. The aortic 
width as judged from roentgenograms and fluoros- 
copy: was normal in 43 per cent of these patients. 
The authors believe that this condition is frequently 
present in-clinically recognizable form for long pe- 
riods of time before the development of symp- 
toms, and that the prognosis concerning the aver- 
age duration of life is better than is usually be- 
lieved. Bruenn*® has published a dissertation on 
syphilitic occlusion of the coronary arteries. He 
believes that this diagnosis when made in the ab- 
sence of signs of aortic insufficiency is likely to be 
wrong. Pain is a symptom of coronary insufficien- 
cy, but can occur with syphilitic aortic insufficien- 
cy without the presence of narrowed coronary ostia. 
Electrocardiograms and x-ray studies are said to 
be of no aid in differentiating syphilitic aortic in- 
sufficiency, with or without syphilitic closure of the 
coronary ostia. Treatment is of little avail and 
arsenicals are to be avoided. The prognosis is 
poor; patients rarely survive three months after 
the onset of pain; and death usually occurs sud- 
denly. The author also discusses syphilitic le- 
sions of the heart muscle. 
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Ocular syphilis. The unwarranted fear of arseni- 
cal therapy felt by many ophthalmologists was dis- 
sipated at a conference of therapy at the Cornell 
University Medical College and New York Hos- 
pital," where it was stated that adequate proof 
exists that arsenic has no deleterious effects on the 
eye. Lesions of syphilis in the eye, so far as fun- 
damental pathologic changes are concerned, are 
the same as syphilitic lesions elsewhere and should 
respond to the same chemotherapeutic measures. 
Iritis, uveitis, iridorecurrences, optic atrophy, 
choroiditis, optic neuritis and interstitial keratitis 
were discussed. In large groups of patients with 
iritis treated with arsenic, none became blind, 
whereas in several comparable series of cases given 
inadequate arsenical therapy blindness resulted in 
9 per cent of the patients. Iridorecurrences are of 
special importance, as it has been found that 20 
per cent of these are accompanied by neurorecur- 
rences. In a series of 250 cases of untreated eptic 
atrophy 90 per cent of the patients became blind 
in three years. Statistics were quoted as indicat- 
ing that with malarial therapy as few as 12 per cent 
need become blind. It was brought out that sorae 
cases of interstitial keratitis may have permanent 
incapacitating scars even aftér intensive routine 
treatment plus fever therapy, but that such scars 
can be approached by means of corneal grafting. 
The need of co-operation between ophthalmolo- 
gists and syphilologists was prominently stressed. 
This is timely. A large part of the data on optic 
atrophy quoted by the Cornell group was taken 
from the work of Moore, Hahn, Woods and 
Sloan,** who have published an exhaustive study 
of 250 cases. These men thought it probable that 
the fundamental process in optic atrophy is the 
same in all types of neurosyphilis and becomes bi- 
lateral soon after the onset of symptoms. Their 
data suggested that it can be prevented by ade- 
quate routine therapy of early syphilis. This type of 
therapy with trivalent arsenic and bismuth is use- 
less after the onset of optic atrophy. Fever thera- 
py (malaria in this series) was held to be the only 
efficacious method of approach. If visual failure 
progresses in spite of fever, no other treatment is 
likely to be effective. Swift-Ellis therapy was 
found to be of only dubious value in an occasional 
patient, and probably should be abandoned. So 
much variation was found in the course of optic 
atrophy that cculd not be accounted for by dif- 
ferences in treatment alone that some other addi- 
tional factor was believed to be of importance in 
determining the outcome. In studying the types of 
field defects, it was thought that prognosis is less 
favorable in the presence of central or paracentral 
scotomas. Assinder”® has reviewed 6839 ophthal- 
mologic cases, in which syphilis was suspected, 
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that came under his observation in a period of 
fifteen years. One thousand and fifteen patients 
were found to have varying degrees of positivity 
of the Wassermann reaction. This large group 
was broken down, and the various types of lesions 
are discussed. 

Neurosyphilis. In the last several years a series of 
papers has been published as a result of a “co- 
operative clinical study” of syphilis in five major 
clinics. The last publication in this series is a 
study of symptomatic neurosyphilis by Kierland, 
O'Leary and Vandoren.*® An evaluation of the 
therapy of 2019 cases is presented, covering the six 
major types of neurosyphilis. Each case was ob- 
served for not less than two years. The three early 
types of neurosyphilis are meningeal, meningo- 
yascular and vascular. The three later types are 
tabes, paresis and taboparesis. The types of therapy 
used are routine, intraspinal, Tryparsamide, ma- 
larial and artificial fever. It was found that nega- 
tive serologic tests for syphilis in the presence of 
positive cerebrospinal fluids occurred most frequent- 
ly in tabes (24 per cent) and least frequently in 
meningeal syphilis (11 per cent). The greatest 
number of so-called “fixed” positive cerebrospinai 
fluids were found in paresis and taboparesis. Ma- 
larial therapy was found to be the most effective 
in obtaining clinical improvement and in prevent- 
ing progression of the disease. Intraspinal therapy, 
however, appeared to be the most effective means 
of reversing positive cerebrospinal fluids. From 
this it is easy to deduce that some cases may re- 
quire the employment of both these complemen- 
tary methods of therapy. The studies of this co- 
operative clinical group have indeed been produc- 
tive of much valuable and illuminating material. 

Tabetic cord bladder. Continuing work previ- 
ously quoted in these progress reports, Emmett and 
Beare*? have by this time studied 419 cases of 
tabes with symptoms referable to the urinary blad- 
der (42.4 per cent of 987 tabetic patients). One 
hundred and eleven male patients were subjected 
to cystoscopic examination, and 61 of these (55 
per cent) had definite obstruction of the vesical 
neck. Thirty-five were subjected to transurethral 
prostatic resection. In the majority of cases it was 
difficult to decide whether vesical dysfunction had 
been the result of primary neurogenic atony, ob- 
struction of the vesical neck with secondary atony 
or a combination of the two. The results of 
transurethral resection were gratifying and incon- 
tinence was never produced by the operation it- 
self. ‘The data obtained from this study led the 
authors to conclude that fibrosis or contracture of 
the internal (vesical) sphincter, or obstruction in 
this area, produced by enlargement of the prostate 
gland, is most likely to be responsible for urinary 
retention and difficult micturition. In concluding 
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they state, “Any tabetic patient who has difficulty. 
in voiding, incontinence (especially of the over- 
flow variety), residual urine and some demonstrable 
obstruction of the vesical neck has an excellent 
chance of relief of symptoms by complete trans- 
urethral resection.” The same problem was stud- 
ied by Nesbit and Gordon,*? who also believe that 
the modern treatment of the autonomous neuro- 
genic bladder should be directed at surgical ‘relief 
of the outlet obstruction. Emphasis is laid on the 
fact that the internal sphincter shares in the hyper- 
tonicity of the bladder, through destruction of 
neurogenic control, and acts as an outlet obstruc- 
tion. An early approach is advocated by means of 
transurethral sphincterotomy, which has yielded 
gratifying results in the hands of these investiga- 
tors, particularly when undertaken before the blad- 
der has decompensated. Obviously if prostatic ob- 
struction is also present, it could be relieved at the 
same time. This urologic approach to a serious 
problem in the management of the cord bladder is 
one that has been most worth while, and these two 
groups of workers should be complimented. 


Congenital syphilis. Interesting statistics have 
have been published by Wile and Mundt** on 500 
cases of congenital syphilis. Ninety-eight of these 
patients were under two years of age; the most 
striking feature in this group was the finding of 
positive spinal fluids in 9 (47 per cent) of 19 cases 
in which punctures were done. Thirty-eight per 
cent of these infants exhibited developmental bone 
stigmas. Thirty-three per cent had some adenop- 
athy. Five deaths were attributed to syphilis. Four 
hundred and two cases were tardive (over two 
years old). Fifty-nine per cent of these patients 
had eye lesions, and 37 per cent of these exhibited 
defective vision. ‘Thirty-one per cent showed 
Hutchinsonian teeth. Thirty-nine per cent had 
bone lesions (4 per cent were active). In 343 
tardive cases in which spinal fluids were obtained, 
27 per cent were positive; half these patients were 
completely free of signs or symptoms of neuro- 
syphilis. It is to be hoped that these findings will 
serve to place more emphasis on the need for 
thorough study of every case of congenital syphilis. 
Since there should be a decrease in the incidence 
of congenital syphilis as control of this disease 
progresses, and since fewer frank congenital lesions 
are now observed than formerly, it becomes even 
more important to watch carefully for physical 
evidence of the disease. ‘ 

Brauer and Blackstone** have reported on the 
dental aspects of congenital syphilis. They un- 
dertook their study to determine the relative in- 
cidence of dental stigmas in both deciduous and 
permanent dentition. In contrast to the generally 
held view that syphilis does not cause changes in 
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deciduous dentition, these authors found changes 
that they believed could be due to syphilis in the 
deciduous incisors of 6 (37 per cent) of sixteen 
cases. Some enamel hypoplasia was also found in 
the posterior teeth. Twenty-four (63 per cent) of 
38 patients showed syphilitic changes in the per- 
manent incisors and 14 (37 per cent) in the molars. 
These children had been treated by the usual 
methods. In a dental study published by John- 
ston, Anderson and McAlenney,* the most con- 
stant characteristic malformation found in a series 
of 39 cases was dwarfing of the entire tooth and 
lack of development of the premaxillary bone, 
with incisors, canines and first molars usually 
showing such changes. These authors were un- 
able to demonstrate spirochetes in any of the dental 
tissues. They state that it is still undetermined 
whether the spirochete acts directly and specifically 
in the production of dental anomalies commonly 
associated with congenital syphilis. 

Some very pertinent points are brought out in a 
survey by the Ingrahams and their co-workers.” 
This group approached the problem of congenital 
syphilis from the preventive standpoint in an at- 
tempt to improve the attendance of pregnant 
syphilitic women in their clinic. The point was 
made that by means of an ante-partum syphilitic 
clinic, conducted as part of an obstetric service, 
more regular attendance would be achieved than 
if pregnant syphilitic women merely comprised 
part of the patients received by a large general 
syphilis clinic. It was further held that when 
postnatal medical supervision of the infant is car- 
ried out in a special session of the pediatric clinic 
or as part of the routine in a large general syphilis 
clinic, the results are not so good as those where a 
“family syphilis clinic” is maintained. Such a 
family clinic, as carried out by the authors, cut the 
elapsed time between the first visit of the pregnant 
woman and the beginning of treatment by two to 
four weeks. It also created a 100 per cent increase 
in the number of syphilitic pregnant women re- 
ceiving regular therapy. It was thought that the 
proper medical follow-up could be accomplished 
only by a pediatric division in the family syphilis 
clinic or through the attendance of a syphilologist 
in the pediatric clinic. Stress was laid on the im- 
portance of having the same experienced follow- 
up workers care for the mother during pregnancy 
and follow both mother and child after delivery 
on the two services (obstetrics and pediatrics), a 
special family clinic being still better. This is a 
most worth-while report, and it should be read in 
full by all clinic executives, social workers, and ob- 
stetricians and pediatricians who are connected 
with syphilis clinics. 
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THERAPY 


No current review of syphilis would be com- 
plete without mention of the second edition of 
Moore’s®* book on treatment. All phases of ther- 
apy of the many types of syphilis and its compli- 
cations are clearly, comprehensively aud authori- 
tatively covered. The work on massive therapy is 
objectively reviewed. The author is apparently 
not an advocate of the five-day drip method of in- 
tensive treatment. He states that this has no ad- 
vantage over conventional methods from a public- 
health standpoint since infectious relapses have oc- 
curred in 12 per cent of the cases. It is pointed 
out that, in spite of the admitted shortening ot the 
treatment, the results have been attained at the 
cost of an enormous increase in danger to the pa- 
tient, as shown by a fourfold increase in fatalities 
and a two hundred and twenty-fivefold _ increase 
in the incidence of hemorrhagic encephalitis. In 
addition to two new chapters and complete re- 
vision of several others, many items are added, 
such as sections on infectious syphilis in relation 
to treatment, the oral use of bismuth, mechanical 
fever therapy, erythema of the ninth day and con- 
genital neurovascular and cardiovascular syphilis. 
This book should be readily available in the li- 
braries of all who treat syphilis. 

A new compound, bismuth ethyl camphorate. 
which was brought out by Thurmon*® a few years 
ago, has been further studied by the same author*” 
from the standpoint of excretion. He found this 
drug to be an extremely valuable adjunct to the 
arsphenamines in the treatment of syphilis. When 
administered in 2-cc. doses at seven-day intervals. 
bismuth ethyl camphorate maintains the desired 
level of bismuth in the circulation for a sufficient 
period to fall within the accepted standards of 
therapeutic effectiveness. Alexander and Schoch*” 
have published a paper on the use of this same 
drug in 26 patients with early syphilis in which 
they began treatment with it. Fourteen cases 
were primary and 12 were secondary. Treponema 
pallidum promptly disappeared from the surface 
of lesions after institution of treatment, and heal- 
ing began after the second day. The low toxicity 
of the preparation was confirmed. There were 
a large number of serologic reverses, which speaks 
well for the therapeutic effectiveness of this drug. 

With the advent and rapidly spreading use of 
the sulfonamide drugs, a fear arose in many minds 
that the concurrent administration of these com- 
pounds with various antisyphilitic remedies might 
lead to serious toxic complications. A number of 
papers have appeared that serve to dissolve this 


apprehension, but only one will be mentioned. 


Brunet, Shaw and Reinhardt*? have reported on 
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the treatment of 44 patients with both syphilis and 
gonorrhea. These patients each received an aver- 
age of 63 gm. of sulfanilamide, 6 gm. of an intra- 
venous arsenical (four different drugs) and 2.5 
ym. of intramuscular bismuth. No increased in- 
cidence of reactions from any of the drugs em- 
ployed was observed. 

The massive arsenical therapy studies that 
have been conducted in recent years have increased 
apace. Mounting incidence of syphilis under war 
conditions has provided more and more material 
for this investigation. In the 1941 progress report 
mention was first made of the multiple-syringe 
technic as a modification of the five-day intra- 
venous drip method. From the same source, 
Schoch and Alexander** have made a further re- 
port. They treated 350 patients by this technic. 
Two hundred and eight patients were given 120 
mg. of Mapharsen daily for ten days, and 142 were 
given smaller doses over a longer period. Of the 
208 treated by the ten-day schedule, 103 were ob- 
served for a period of six to eighteen months, re- 
sulting in 77 per cent satisfactory results; 11 per 
cent are pending and 12 per cent were failures. The 
latter included 3 infectious rclapses, 6 serologic 
relapses, 2 cases with positive cerebrospinal fluids 
and I case of periostitis. Three patients with hem- 
orrhagic encephalitis were encountered, 1 of whom 
died. The authors considered this technic to com- 
pare favorably with the five-day drip method. 

Numerous other reports on massive therapy have 
appeared from various sources, with results roughly 
paralleling those quoted in the 1941 progress re- 
port. A list of references for those interested in 
this field is appended.** In an attempt to cor- 
relate this work more carefully and develop a short 
but safe schedule of intensive therapy, and for pur- 
poses of orientation, a clinical study has been or- 
ganized in twelve co-operating clinics, as reported 
by Eagle and Hogan.‘ These workers have been 
studying the problem for several years, both clini- 
cally and experimentally. Over 2000 rabbits were 
given intensive Mapharsen therapy on various 
schedules. Within broad limits the curative dose 
Was largely independent of the period over which 
it was administered. Mapharsen by intravenous 
drip was consistently less effective than when ad- 
ministered by repeated injections over the same 
length of time. The total amount of arsenic in- 
jected without killing the animal increased direct- 
ly with the time elapsed. It is therefore obvious 
that the margin of safety (therapeutic index) can 
be increased by prolonging the duration of treat- 
ment. In the twelve co-operating clinics that are 
now carrying out the clinical study mentioned, 
three schedules are being tried. All three employ 
the multiple-syringe technic and vary from four to 
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eight weeks in duration, with injections of intra- 
venous arsenicals triweekly. Some of the patients — 
are being given concomitant weekly injections of 
bismuth. The results to date are encouraging with 
respect to toxicity. 

What seems undoubtedly the most authoritative 
and comprehensive summary of the massive- 
therapy problem is an editorial by Moore,*® which 
was probably written even later than the new chap- 
ter in the second edition of his book. The dan- 
gers of the five-day treatment are fully stressed, 
and this program is compared with the treatment 
schedule suggested by Eagle and Hogan in the 
preceding reference. 

It must be understood that a period of one to 
three years or longer of carefully controlled study 
will be necessary before it can be shown that the 
multiple-syringe technic carries less immediate dan- 
ger than the five-day drip method, or that it would 
be equally effective on a short-term basis. It 
should be strongly emphasized that massive thera- 
py of early syphilis is still in the experimental 
stage and unsuitable for general adoption. This 
point has been stressed each year in these progress 
reports. The final evaluation of the above methods 
of therapy must wait many years in order to deter- 
mine the incidence of late complications, especially 
cardiovascular syphilis and neurosyphilis. Intensive 
arsenical therapy by any schedule is so far applica- 
ble only to selected cases of early syphilis, and is 
wholly unsuitable for any stage of late syphilis. 

What may eventually prove to be a more out- 
standing advance in therapy is the combined fever 
and chemotherapy studies being carried out by 
Simpson, Rose and Kendell.*° For some years 
these workers have been engaged in the study o° 
artificial-fever therapy, and their present reports 
are more encouraging than earlier publications. Pa- 
tients have been evaluated not only from the clini- 
cal standpoint, but by follow-up with quantitative 
serologic studies. Treatment with artificial fever 
alone was found to be of little value in arresting 
the progress of early syphilis. The subsequent in- 
stitution of chemotherapy, alone or combined with 
fever therapy, was followed by a prompt fall in 
the quantitative titer and by clinical improvement. 
Combined fever and chemotherapy given biweekly 
did not seem to be more effective than weekly ad- 
ministration. The course of fever therapy con- 
sisted of ten to twelve treatments combined with 
the injection of an arsenical preparation and a bis- 
muth compound. Following the course of com- 
bined fever and chemotherapy, injections of arsenic 
and bismuth were continued concurrently for 
twenty additional weeks. Clinical or serologic re- 
lapse has not occurred in this group of patients 
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during a period of observation extending from 
four to eight years. 

Additional studies have been carried out by 
this group of workers to determine the effect of a 
single treatment with artificial fever combined 
with chemotherapy. One intensive session includ- 
ed ten hours of artificial fever, a massive dose of 
Mapharsen by intravenous drip or the multiple- 
syringe technic and a single bismuth injection. No 
other treatment was administered subsequently. 
Twenty-three patients with dark-field-positive 
primary syphilis and strongly positive serologic re- 
actions have been given this treatment, without 
notable complications. These cases have been fol- 
lowed for periods of six months to two and a half 
years without clinical or serologic relapse. These 
authors emphasize the fact that it was not their 
purpose to present a new method of therapy, and 
that the small number of patients and short 
elapsed time did not permit adequate clinical eval- 
uation. This is a most interesting and encour- 
aging series of studies, but we strongly emphasize 
the fact that they supply purely experimental data. 
Further investigation is certainly warranted, but 
even if this approach proves valuable, several 
more years must elapse before it can be applied for 
routine use. 

A very complete review of acetarsone therapy for 
congenital syphilis has been published as a sup- 
plement*’ to Venereal Disease Information. In 
this monograph it is pointed out that a schedule of 
low continuous dosage causes fewer toxic reactions 
and produces equally as good results as do higher 
dosages. Acetarsone should not be given in the 
presence of intercurrent infections, since these ap- 
parently increase its toxic action. Evidence at 
hand does not furnish proof that acetarsone is suit- 
able for the routine treatment of infantile congeni- 
tal syphilis. 


REACTIONS TO THERAPY 


Erythema of the ninth day. This reaction is a 
most interesting one that has been properly iden- 
tified only in recent years. A careful study of 
the phenomenon has been published by Peters,** 
who reports 54 cases. The reaction appeared from 
the seventh to the twentieth day after the first injec- 
tion and was caused by four different arsenical 
compounds. The majority of patients were acutely 
ill, and 52 exhibited cutaneous manifestations. As- 
sociated visceral reactions were present in one 
quarter of the cases. Of the patients who received 
subsequent arsenical therapy, 70 per cent experi- 
enced additional reactions or complications. Pe- 
ters advises that the further administration of 
arsenic be withheld for at least one month after 
recovery and then given carefully in small doses. 
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It should be emphasized that erythema of the ninth 
day is a generalized systemic reaction. The exact 
mechanism is unknown, but the condition is self- 
limited. This reaction is reported to have occurred 
in other conditions than syphilis and with other 
drugs than the arsenical preparations. 

Reactions to Mapharsen. Levin and Keddie* 
have reviewed the toxic effects observed from the 
use of Mapharsen as reported in the literature since 
1935. Since that time only 6 fatalities have been 
described — 2 following kidney damage, 2 follow- 
ing aplastic anemia, 1 following acute agranulocy- 
tosis and 1 following hemorrhagic encephalitis. It 
has been found. that 90 per cent of patients exhib- 
iting severe gastrointestinal reactions to other ar- 
senicals and 85 per cent of those who have had 
mild or moderate cutaneous reactions to the ars- 
phenamines can tolerate Mapharsen. Where a 
true exfoliative dermatitis has occurred, however, 
it is not profitable to use this drug, since 90 per 
cent of these patients will exfoliate again. Other 
less frequent reactions are also reviewed, and at- 
tention was called to the fact that the use of Ma- 
pharsen in the five-day intravenous drip technic 
of massive therapy has given rise to fewer and 
milder toxic reactions than has that of the ars- 
phenamines. No true nitritoid reactions to Maphar- 
sen were found to have occurred. This drug is 
being used ever more widely and with increased 
safety, as evidenced by Levin and Keddie’s paper 
and others included in various portions of this 
report. 


Arsenical dermatitis. In his annual report, Ste- 
phenson, Chambers and Anderson™ described the 
toxic effects of arsenical compounds as administered 
in the United States Navy in 1940 with special 
reference to arsenical dermatitis. During that year 
there were only 33 reactions out of 124,445 doses 
administered; 1 death occurred. Reactions occurred 
slightly more than three times as often after neo- 
arsphenamine as after Mapharsen. Eighteen cases 
of arsenical dermatitis were observed. Nine cases 
developed after neoarsphenamine and 9 after 
Mapharsen, but there were twice as many severe 
cases following neoarsphenamine. It is emphasized 
that premonitory signs, if carefully observed, can be 
utilized as warnings to avoid arsenical dermatitis. 
The author includes such events as Herxheimer re- 
actions, urticaria, edema, thickening or coarsening 
of the skin and mild eruptions of any sort. This 
is a repetition of good advice, but it is well worth 
while. 

Blood dyscrasias. In a paper by Burke,* atten- 
tion is again called to the danger from sulfarsphen- 
amine. This author compared the results of two 
clinics. In the first, 3250 cases were treated rou- 
tinely with intramuscular sulfarsphenamine. Thir- 
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teen of these developed blood dyscrasias, 2 of which 
were fatal. No relation existed between the amount 
of drug given and the intensity of therapy. In the 
second clinic, no sulfarsphenamine was adminis- 
tered except when intravenous therapy was impos- 
sible. No blood dyscrasia occurred in 2828 con- 
secutive cases. This writer divides blood, dyscrasia 
into two stages: thrombocytopenia with purpura, 
and granulocytopenia with hemorrhages from the 
mucous membranes. Aplastic anemia is consid- 
ered separately. Prodromal symptoms were found 
to occur with sufficient frequency to constitute val- 
uable warnings. Most often a positive tourniquet 
reaction occurred first of all. In decreasing order 
of frequency, arthralgia, malaise, giddiness, der- 
matitis, jaundice and bone pains were observed. 
This report gives a warning that is not new, but 
bears re-emphasis. 


Complications in therapeutic malaria. Wile and 
Mundt®* have written one of the best papers on 
this subject yet published. It thoroughly covers 
the subject and cannot be adequately summarized. 
Preliminary studies before malarial inoculation, 
contraindications, procedure during the malaria, 
indications for terminating malaria inoculata and 
the treatment of its complications are fully de- 
scribed. Anyone using this method of comple- 
mentary therapy for neurosyphilis would do well 
to read this paper in full, as the avoidance of fatal 
complications is certainly imperative. The same 
authors™ subsequently published an analysis of 
the deaths from therapeutic malaria on their own 
service. From 1925 until the time of publication, 
1026 patients had been treated with malaria. There 
were 29 deaths (2.8 per cent); 12 autopsies were 
done. Sudden peripheral circulatory failure (vas- 
cular collapse) was responsible for the greatest 
number of deaths (41 per cent). This event seems 
to be entirely unpredictable; 6 post-mortem exam- 
inations revealed no cause of death, except for an- 
eurysm in 1 case. 

Mortality studies. Hahn** has made an exhaus- 
tive report of 47 fatal reactions to treatment in 
which pathological analysis was available. During 
a period of twenty-seven years at the Johns Hop- 
kins Hospital there were 47 deaths in 33,868 con- 
secutive cases, a mortality rate of 0.0014 per cent. 
All these deaths followed the use of trivalent ar- 
senical preparations, except 1 after the use of bis- 
muth. The ratio of Negroes to Whites was 3:1; 
females were twice as numerous as males. Essen- 
tially the same rate prevailed in pregnant as in non- 
pregnant women. Sixty per cent of the patients 
were over thirty years of age. Acute yellow atro- 
phy accounted for nearly 50 per cent of these 
deaths, and three quarters of the cases of this 
condition occurred in women. Other conditions 


SYPHILIS ——- LANE AND CRAWFORD 23 


conducive to liver damage were present in at least 
8 additional patients. Exfoliative dermatitis was 
the second commonest cause of death and the 
blood dyscrasias were third; other miscellaneous 
causes were observed. Arsphenamine accounted 
for about half the deaths. With the exception of 
the blood dyscrasias, fatal reactions tended to occur 
early in the course of therapy (after ten or fewer 
treatments). The author estimated that nearly half 
these fatal incidents might have been prevented by 
observing the following safety measures: careful 
consideration of the patient’s general condition, 
with appropriate modification of therapy; the 
avoidance of technical errors; and the prompt 
cessation of therapy when signs of major intoler- 
ance appeared. This was most notably true in the 
blood dyscrasias. The author compared his sta- 
tistics with those reported in the massive-therapy 
studies and found the mortality rate with routine 
treatment, for all ages with all degrees of debility, 
to be less than one third that incurred by massive 
therapy, even though the latter has been given to 
only selected young adults with early syphilis. 
When comparable cases of young adults with 
early syphilis from the author’s series were com- 
pared with massive-therapy groups, the death rate 
was seven times as high by intensive treatment. 
Hemorrhagic encephalitis occurred sixty to seventy 
times oftener with the latter method. 


SUMMARY 


A few points in this progress report seem worthy 
of extra emphasis. We call attention to the fol- 
lowing: possible future in  electron-microscope 
studies on Treponema pallidum® *; continued ad- 
vance in attempts to eliminate false-positive sero- 
logic errors'***; relief for cord bladder in tabes 
by transurethral procedures*"**; the family- 
syphilis-clinic plan to facilitate regular treatment 
during pregnancy and subsequent care of the in- 
fant®® and improvements in the massive-therapy 
technic.*?#® We cannot too strongly stress the 
fact that investigative work on intensive-therapy 
procedures must continue to be regarded as purely 
experimental for a long time. Shortening the treat- 
ment time is indeed desirable, but until the risk 
is greatly reduced and until the incidence of re- 
lapses in later years has been observed, the well- 
established standard methods of treatment must 
be continued. 
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CASE 29011 
PRESENTATION OF CasE 


A fiftv-six-year-old author came to the hospital 
because of crampy abdominal pain, nausea and 
vomiting. 

Beginning six months prior to admission he was 
often awakened because of crampy abdominal pain 
that was usually followed by nausea and at times 
by vomiting. During the day he usually felt 
better. but was bothered by “bloating,” eructations 
and belching. An x-ray study one month later 
demonstrated “colitis.” One month before entry 
he developed constipation and often passed large 
amounts of gas by rectum. These symptoms were 
particularly noticeable since, following the resec- 
tion of a fistula in ano fifteen years previously, he 
had never been completely continent of feces and 
movements tended to be loose. Five days before 
admission he became very constipated and suffered 
with extreme abdominal cramps, and subsequently 
his abdomen became distended. His physician 
treated him with repeated enemas, and some relief 
followed expulsion of gas. Three days later he 
began to vomit a thin fluid, which did not contain 
blood or coffee grounds and did not have a fecal 
odor. He had never noted tarry, bloody or achol- 
ic stools and had never been jaundiced. During 
the three months prior to admission he lost 20 
pounds. For many weeks he was accustomed to 
drink as much as a pint of rye whisky each day 
“to relieve nervousness and insomnia,” but this was 
discontinued during the week prior to admission. 

The family and past histories were noncontrib- 
utory. 

Physical examination revealed a very ill, de- 
hydrated man who grunted with each breath. The 
mucous membranes were pale, dry and cracked. 
Examination of the heart and lungs was normal. 
Both diaphragms were elevated to the fourth rib 
anteriorly, and chest movements were limited. 
The abdomen was enormously distended and tym- 
panitic throughout; no tenderness or spasm was 
demonstrated, and no masses were felt. The 
peristaltic sounds were weak and almost absent. 
No masses were felt on rectal examination, and 
sphincter control was absent. 
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The biood pressure was 122 systolic, 80 diastolic. 
The temperature was 99.1°F., the pulse 94, and the 
respirations 21. 

Examination of the blood ~evealed a hemoglobin 
of 10.5 gm., red-cell count of 3,060,000 and a 
white-cell count of 16,700. The urine was cloudy, 
amber and acid in reaction, had a specific gravity 
of 1.010 and gave a + ++ test for albumin, a green 
sugar test and negative tests for diacetic acid, ace- 
tone and bile; the sediment contained only amor- 
phous urates. On another examination it gave a 
++ test for albumin and contained a rare red cell, 
10 white cells and 4 epithelial cells per high-power 
field; the sugar test was negative. The blood 
Hinton test was negative. The serum nonprotein 
nitrogen was 122 mg. per 100 cc., the chloride 94.6 
milliequiv. per liter, and the protein 4.9 gm. per 
100 cc. The stool was guaiac negative. 

A flat plate of the abdomen demonstrated con- 
siderable gas in the dilated stomach and in nu- 
merous loops of small bowel, and probably a small 
amount of gas in the nondilated ascending and 
transverse colon. There was a large area of calci- 
fication overlying the fifth lumbar vertebra. 

Many unsuccessful attempts were made to pass 
a Miller-Abbott tube into the small bowel. Accord- 
ingly, after glucose and saline infusions and plasma 
transfusions, under novocain infiltration, the abdo- 
men was entered through a small oblique incision 
just to the left of the rectus muscle in the left lower 
quadrant. The abdomen was explored with two 
fingers, and a hard mass was found approximately 
in the midline near the promontory of the sacrum. 
It was stony hard and was thought to represent 
the calcified mass of lymph nodes seen in the x-ray. 
A small tag of omentum presented into the wound 
and on this were numerous small gray areas sug- 
gesting fat necrosis. There was considerable 
straw-colored free fluid in the peritoneal cavity. A 
loop of small bowel was drawn into the wound, 
and a Witzel-type enterostomy was established. 
The biopsy of omentum showed fat necrosis. 

Three days later, the patient seemed slightly 
improved. The distention was definitely reduced, 
and the respirations were slower and easier. Peri- 
staltic sounds were more normal on the third hos- 
pital day. He was started on a course of intrave- 
neous sodium sulfadiazine, totaling 25 gm. in five 
days. On the sixth hospital day the liver edge 
was felt three fingerbreadths below the costal mar- 
gin and seemed rough and uneven. At this time 
there was definite dullness and consolidation above 
the high diaphragm on the right side, with in- 
creased transmission of breath and voice sounds 
and occasional rales. The temperature was 99.8°F., 
the pulse 98, and the respirations 25. The decom- 
pression tube was draining a yellowish-brown fluid, 
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although it had not passed the pylorus. A portable 
flat plate of the abdomen showed definite improve- 
ment in the dilated loops, but there was one large 
markedly dilated loop of small bowel, probably in 
the upper jejunum. The nonprotein nitrogen was 
90 mg. per 100 cc., the chloride 108.4 milliequiv. 
per liter, the protein 5.3 gm., the sugar 145 mg., 
the sulfadiazine 17.6 mg. per 100 cc., and the 
bicarbonate 22.5 milliequiv. per liter. The serum 
amylase was 1.5 units (normal). The van den 
Bergh reaction was too low to read. The pro- 
thrombin time was 25 seconds (normal, 20 sec- 
onds). In the bromsulfalein test 30 per cent of the 
dye was present in the thirty-minute specimen. 
The urinary sediment contained a rare coarsely 
granular cast, a rare red cell, 10 white cells, 5 
epithelial cells, calcium oxalate crystals and ‘rare 
crystals resembling sulfadiazine per high-power 
field. 

On the seventh day after admission, the tem- 
perature rose to 101°F., and each evening it 
jumped to 103°F. The pulse ranged between 100 
and 110. At this time the wound became infected 
with Proteus vulgaris and broke down. Because 
of intermittent abdominal distention, barium- 
enema, gastrointestinal-series and intravenous-pyelo- 
gram studies were made. The entire colon filled 
readily. The colon emptied completely and no 
organic lesion could be demonstrated. The barium 
meal was negative. The barium mixture passed 
through the small bowel as far as the ileostomy 
opening in the usual time without evidence of 
obstruction or dislocation. Palpation was unsatis- 
factory because of the patient’s condition. The 
intravenous pyelogram demonstrated that the kid- 
ney outlines were normal in size, shape and 
position. At no time was the dye visible in the 
kidney pelves. However, there was a moderate 
amount of dye in the bladder toward the end of 
the examination. The liver shadow was large. 
The spleen was not visible. Low in the pelvis on 
the left side were several dense shadows that prob- 
ably represented barium in diverticulums of the 
sigmoid. The nonprotein nitrogen at this time 
was 28 mg. per 100 cc. Owing to signs of pleural 
fluid, chest taps were performed through the ninth 
interspace on each side; 2 cc. of what appeared to 
te thin blood was obtained from the right side. 
and 25 cc. of a similar fluid from the left. 

Terminally the patient seemed slightly jaundiced. 
The serum bilirubin was 2.45 mg. per 100 cc. direct, 
and 2.75 mg. indirect. The liver function test 
showed 50 per cent retention of the dye in the 
serum. The patient vomited small amounts of 
blood, and a small amount of blood drained from 
the enterostomy opening. The blood pressure 
dropped to 74 systolic, 40 diastolic, and the pulse 


Jan. 7, 1943 


rose to 120. In spite of supportive measures the 
patient died on the fortieth day after admission. 


DIFFERENTIAL DIAGNosIs 


Dr. Arrour W. Auten: Are the original calci- 
fied areas still present in the later x-ray films? 

Dr. Georce W. Hormes: Yes. 

Dr. Atren: According to the history, this man 
should have had a lesion easily demonstrable by 
x-ray, and it is a great disappointment to me that 
the x-ray studies throw so little light on the prob- 
lem. We have a history that is perfectly consistent 
with a slowly developing lesion of the gastroin- 
testinal tract that finally produced complete 
obstruction. This, however, probably is not the 
case since I am sure that under such circumstances 
the x-ray studies made after the sixth day of hos- 
pitalization would have been more conclusive than 
they appear to be. 

Starting back with the fistula operation fifteen 
years before admission, a fistula of sufficient dimen- 
sions to require destruction of the sphincter makes 
one think of the possibility of tuberculosis. The 
calcified areas, which I assume represent healed 
tuberculous nodules in the mesentery of the ileum, 
may not have had any bearing on such a pos- 
sibility. They were probably due to a healed bovine 
tuberculosis that he developed in childhood be- 
cause of drinking raw milk. Although these 
calcified nodes do cause symptoms in certain cases, 
they rarely produce acute obstruction. Usually 
they are symptomless and very little attention is 
paid to them by clinicians, sometimes very much 
to the detriment of the patient. 

The present illness seems to have started about 
six months prior to admission when he began to 
have crampy abdominal pain, which was usually 
followed by nausea and at times by vomiting. This 
was worse at night when he was recumbent and 
better in the daytime when he was up and moving 
around. Although we have a note a little farther 
along saying that for many weeks prior to admis- 
sion he was in the habit of drinking a pint of rye 
daily, it does not state whether this habit preceded 
the beginning of his difficulty six months previous- 
ly, and I have a feeling that that is irrelevant. He 
had a sufficient amount of trouble five months 
prior to admission so that his physician urged him 
to have a barium enema and x-ray studies. The 
x-ray studies revealed “colitis,” which is a vague 
and indefinite term and means very little. How- 
ever, at that time they probably ruled out a 
demonstrable growth in the intestine, and_his 
physician was apparently satisfied to let the matter 
of crampy pain rest at the moment and _nossibly 
blamed this discomfort on the patient’s alcoholic 
intake. He really developed a good deal of change 
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in his bowel habits about a month prior to admis- 
sion. He had previously had loose bowel move- 
ments, which is rather an unfortunate complication 
for a man who has a sphincter that is not func- 
tioning. However, this shifted over a month 
prior to admission to constipation, and at that 
time he was aware of a great deal of gas in his 
bowels. Five days before admission the patient 
became very constipated, and I assume that he 
failed to have any bowel movement, that he had 
extreme abdominal pain and that the abdomen 
became distended. He was brought in here in a 
state of dehydration and was obviously in a very 
precarious condition. 

At the time of entry the laboratory evidence, as 
represented by a high nonprotein nitrogen, a low 
blood chloride and a low protein, confirmed the 
story that he had been unable to take any food or 
fluid for five days. He had also a certain amount 
of anemia —a red-cell count of 3,000,000. He had 
some leukocytosis, which may or may not have 
been of any significance since he must have had 
some hemoconcentration at the time the count was 
made. The red herring about the green sugar 
test is cleared up by the negative test later. The 
fact that the Miller-Abbott tube failed to pass the 
pylorus was undoubtedly a disappointment to 
those who treated him, particularly since every ef- 
fort had probably been made to get this tube 
through the pylorus. I wish to call attention at 
this time to a very excellent description by Dr. 
Abbott,* of how these tubes may be passed with 
a fine wire stylet. This wire can be obtained from 
sporting-goods houses since it is made for fishing 
leaders. The type of material that can be bought 
in Boston is not exactly the size that Dr. Abbott 
recommends but it is effective, and by the simple 
technic that he describes, in approximately 24 out 
of 25 cases one can be sure of getting the tube 
passed effectively. 

Dr. CiirForp C. Fransgen: It was used in this 
case. 

Dr. Aten: Yes, I assumed it was; but I am 
sure that not enough publicity has been given 
to the technic. That is why I bring it up here. 

The exploratory laparotomy interests me. Why 
did the surgeon choose the left side rather than 
the right? Perhaps the patient was a little more 
distended there, or the surgeon may have thought 
that he could feel a lower segment of ileum on the 
left. Possibly in the flat plate there was a loop pre- 
senting on the left, which gave him a lead to 
enter on that side. The two-finger exploration 
coming in contact with a hard mass, which was 
assumed to be this calcified mass of lymph nodes, 
's Interesting and it may be that it finally turned 


“Abort, W. Indicati iller- 
Eng. ]. Med. 225:641.646. 1941 for the use of the Miller-Abbott tube. New 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 27 


out to be something else. Also the question of fat 
necrosis on a little tag of omentum interests me 
a good deal because the fluid that came from the 
abdomen was straw colored. In fat necrosis as- 
sociated with acute pancreatitis the fluid is rarely 
straw colored but is blood tinged or the color of 
prune juice. The fact that the biopsy of the 
omentum showed fat necrosis is of considerable 
iterest in the light of the type of fluid. Fat necrosis 
can occur without pancreatitis, but it occurs usual- 
ly after trauma in the breast or subcutaneous 
tissues. 


The man improved following ileostomy, which 
shows that a low loop of bowel was encountered, 
and undoubtedly he got a great deal of benefit 
not only from the ileostomy but also from the 
Miller-Abbott tube, which apparently remained in 
the stomach. They were able to feel his liver edge 
on the sixth hospital day. It could not be felt on 
admission because of the distention. It was three 
fingerbreadths below the costal margin and seemed 
rough and uneven to touch. Then the patient be- 
gan to haye periods of distention again but was 
able to withstand a gastrointestinal series, a barium 


enema and an intravenous pyelogram. His chem- 


ical balance had improved considerably by the 
sixth day, and up to that time he had had no 
evidence of jaundice. The prothrombin time was 
only slightly elevated. Although the record does 
not say so, the probabilities are that he had been 
given synthetic Vitamin K prophylactically. He 
certainly had a good dose of sulfadiazine, which 
raised the blood level to 17.6 mg. per 100 cc. Al- 
though it seems from the record that this drug 
was not started until the third day after admission, 
it is likely that it was started before that time. 
However, this did not prevent the patient from 
having a certain amount of infection in the wound. 
Nearly all enterostomy wounds become infected, 
and this wound behaved about as one would ex- 
pect it to. 

Interestingly enough the patient developed a 
high temperature on the seventh day; it went up to 
103°F. each evening, and the pulse rose. What 
could have caused the elevation of the diaphragm, 
which was not reduced by the relief of the dis- 
tention? Then the question comes up, What was 
the thin bloody fluid in the chest? Since so little 
was withdrawn the probability is that there was 
not sa much fluid there as they had suspected. 

Then there comes a big hiatus in the history. 
We have a good deal of detail up to the seventh 
day, and then a very brief description of the last 
few days of the patient’s illness. Terminally, he 
became jaundiced, and the liver-function test 
showed 50 per cent retention; he vomited small 
amounts of blood, and a small amourt of blood 
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drained from the enterostomy opening. He died on 
the fortieth day after admission, which is exactly 
the right time for a patient to die with necrotizing 
pancreatitis. The patient that almost but does 
not quite survive pancreatitis is very apt to live just 
about six weeks. 

This man’s story is very confusing and it brings 
up a lot of interesting points. One may hazard a 
good many guesses about where the underlying 
pathologic process really was but the chance of 
being right, so far as I am concerned, is very re- 
mote. The patient could perfectly well have had 
an ileus without having either an intrinsic or ex- 
trinsic lesion in the bowel: that is, the ileus could 
have been on the basis of gastritis and alcoholism. 
However, he had lost 20 pounds in weight. This 
man was developing a disease that manifested 
itself as an acute picture when he came in but 
actually was an end result of something that had 
been going on for a period of nearly half a year, 
possibly longer. It is conceivable that he could 
have had a reactivation of his mesenteric adenitis. 
When I saw the first film and read the story, it 
occurred to me that possibly this was going to 
turn out to be a gallstone ileus, but I now believe 
that the film does not have the appearance of a 
gallstone in a loop of small bowel. One might 
consider that this was really just cirrhosis of the 
liver, and pin everything on that as a diagnosis, 
but there is very little evidence of that. The palpa- 
tion of the liver, the size of the liver, the ileus and 
so forth, are compatible but I think such a di- 
agnosis is rather farfetched. The patient could 
have had, I suppose, some chronic situation in the 
pancreas that might have led up to an acute episode 
of this sort, but it seems rather unlikely. It is 
certainly not the usual history for a man to have 
a warning six months prior to the time he comes 
down with pancreatitis, which usually comes out 
of a clear sky without any long prodromal history. 
One has to think of tuberculosis, as I mentioned 
earlier in the discussion, because there is some evi- 
dence of certain types of tuberculosis in his past 
history. I am not sure about the chest; I should 
suppose that Dr. Holmes would say it was clear 
so far as any chest lesion is concerned. 

That brings us down to the possibility of a lesion 
in the small intestine of a carcinomatous nature, 
which might conceivably have been overlooked. It 
is possible that such a lesion in the small bowel 
might have been between the point of ileostomy 
and the portion of the ileum filled from the barium 
enema. I think that is the most likely diagnosis. 
The reason I think so is that it is the one area 
that could not be definitely ruled out by the surgeon 
and that could not be studied by the x-ray man, 
using contrast mediums. The next best possibility 
is some extrinsic neoplasm secondarily involving the 
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bowel. In this instance I assume that the liver 
was full of tumor and that is what was the matter 
with the liver, not cirrhosis. 

..Dr. Hotmes: May I add a few points? In these 
films it does not look as if the liver conforms to 
the clinic interpretation. It is a little large but not 
abnormal in shape. The hepatic flexure is not dis- 
placed downward. I wonder if you put enough 
weight on the fluid in the left pleural space. There 
was some fluid there earlier, and later a consider- 
able amount. 

Dr. Auten: The patient could have had car- 
cinoma involving the diaphragm, or a primary 
lesion of the lung, if you choose. I am not worried 
about the chest picture. In carcinomatosis of the 
abdomen one often sees fluid in the chest, many 
times because the diaphragm is studded with car- 
cinoma. 

Dr. Fransken: The site of the ileostomy was 
chosen because at the time of the flat film the point 
of obstruction appeared to be in the ileocecal 
region and we wanted to reserve the right lower 
quadrant for the second operation. 

Dr. Dwicur L. Siscor: I followed this patient 
very closely outside the hospital. Dr. Allen includ- 
ed ail diagnoses that we were interested in and 
considered some more too. There were a few 
points that Dr. Allen questioned. One was the 
alcohol. The alcohol made a much greater im- 
pression on our minds than the record here would 
suggest. The roentgenologist who first examined 
him was greatly impressed by the gastritis and the 
amount of alcohol consumed. In fact we received 
word that he had been using a quart a day in- 
stead of a pint. So the possibility of cirrhosis 
was very much in our minds. During the last few 
days of his life the patient ran a steady down- 
hill course, and a few days before death one ob- 
server believed that he felt a mass in the right 
lower quadrant. 

Dr. Franszen: The patient was scheduled for 
operation, but that morning had a large hemor- 
rhage and the operation was called off. That was 
twenty-four hours before death. 


CurnicaL Dracnosis 
Carcinoma of stomach? 
Portal cirrhosis? 
Dr. ALLEN’s Dracnosis 
Carcinomatosis, involving the lower ileum. 
ANATOMICAL DracNosis 


Pancreatitis, hemorrhagic, subacute. 

Fat necrosis, extensive. 

Rupture of splenic artery and vein. 

Erosion into duodenum, with massive gastro- 
intestinal hemorrhage. 
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Chronic cholecystitis. 

Cholelithiasis, with stone in ampulla of Vater. 

Tuberculous mesenteric adenitis, healed. 

Arteriosclerosis, moderate: aortic, coronary and 
renal. 


PaTHoLocicaL Discussion 


Dr. Tracy B. Mattory: At autopsy innumerable 
foci of fat necrosis covered the peritoneal surfaces 
from the bottom of the pelvis to the inferior sur- 
face of the diaphragm. The entire pancreas had 
been destroyed, and the retroperitoneal tissues of 
the upper portion of the ,abdominal cavity were 
occupied by a huge blood-filled cavity with shaggy, 
necrotic walls. Into this cavity dangled the ends 
of the splenic vein and artery, neither of which 
was thrombosed. A spontaneous rupture had oc- 
curred into the posterior wall of the third portion 
of the duodenum, so the terminal event was evi- 
dently hemorrhage from the splenic vessels into 
the cavity and hence into the duodenum, filling 
the gastrointestinal tract with blood. It was inter- 
esting that both pleural cavities contained small 
amounts of clear straw-colored fluid so the sup- 
posed chest tap must have penetrated into the 
retroperitoneal cavity. The extremely high dia- 
phragm made this readily possible. The liver was 
at the upper limit of normal in size, weighing 
1800 gm., and was not nodular or cirrhotic. It 
did show extensive acute central necrosis, which 
accounts for the terminal liver insufficiency. 

This man had the classic setup for acute pan- 
creatitis. There was a severe chronic cholecystitis 
with innumerable small stones. The prodromal 
symptoms that led Dr. Allen to trace the onset of 
his illness back at least six months may well, in 
retrospect, have been due to his gall bladder. There 
was likewise a small stone in the common duct par- 
tially imbedded in the mouth of the duct of Wir- 
sung. There was thus a real possibility of reflux 
of bile into the pancreatic duct. It must be ad- 
mitted, of course, that few cases of pancreatitis 
show a calculus in the appropriate location. 

Dr. Atten: The straw-colored fluid, five days 
after the pancreatitis started, is the thing that 
bothered me. Do you believe that that is usual? 
We frequently do a paracentesis to make a differ- 
ential diagnosis between pancreatitis and perfo- 
rated ulcer, and things of that sort, and we rely 
on the character of the fluid to guide us. 

Dr. Mattory: I should consider clear yellow 
fluid unusual too. 

Dr. Auten: The serum amylase determination, 
so far as I could tell from the record, was not 
done till the fifth or sixth day, so that it had to 
be thrown out as a guide. If that had been done 
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the first day I think it would have had more sig- 
nificance. 

Dr. Josep C. Aus: Why does a patient with 
pancreatitis die on the fortieth day? 

Dr. Aten: It takes just about that long for 


_ the pancreas to become completely necrotic and 


erode a big vessel, usually the; splenic artery. 

Dr. Siscoz: I am sorry Dr. McKittrick is not 
here to discuss this case, since he held out for the 
diagnosis of pancreatitis almost from the start. He 
believed that the intra-abdominal fat necrosis could 
be explained in no other way. 


CASE 29012 
PRESENTATION OF CasE 


A fifty-year-old man entered the hospital com- 
plaining of marked ankle edema of three weeks’ 
duration. 


The patient was seen for the first time in the 
Out Patient Department six months before admis- 
sion. He stated that about a year and a half 
previously he had caught cold and that a cough 
coincident with the illness had persisted and was 
accompanied by a run-down feeling, generalized 
weakness and increasing exertional dyspnea. About 
five months later he noticed palpitation and swell- 
ing of the ankles, which gradually rose to the 
knees and scrotum; these persisted, and at the time 
of being seen he was compelled to sleep using two 
pillows and to urinate three or four times during 
the night; at no time had there been any pain, 
but there was some loss of weight. On examina- 
tion the patient was emaciated and rather ill- 
looking, with increased respirations, slight cyanosis 
of the lips, venous distention in the neck and over 
the abdomen and edema of the lower legs and 
scrotum. The chest was deformed (no descrip- 
tion noted), and although the heart was not en- 
larged to percussion, its rate was 100 with an 
occasional extrasystole and a diffuse apex beat. 
The examiner believed that he heard a soft systolic 
murmur and a questionable presystolic murmur at 
the apex. The blood pressure was 95 systolic, 60 
diastolic. ‘There were a few rales at the lung 
bases, and the liver was percussed four finger- 
breadths below the costal margin. 

The urine was negative, and the blood showed 
a hemoglobin of 16.9 gm. and a normal smear. One 
sputum examination was negative for tubercle 
bacilli. The electrocardiogram showed a normal 
rhythm with a rate of 85 and a PR interval of 0.13 
second. Pe was prominent, and there was marked 
right-axis deviation; Se was prominent, and ST2 
and STs slightly sagging; Ts was low, with an 
absent Ra. 
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On x-ray examination the diaphragm was low 


and limited in motion on both sides, and the lung 


fields were very bright. Rather sharp linear mot- 
tled areas of increased density and numerous small 
and large blebs were visible in the upper lung 
fields. There was marked depression of the lower 
end of the sternum; the heart was not particularly 
abnormal. 

The patient was sent home to bed on digitalis 
and a low-fluid and low-salt intake; mercurial di- 
uretics were administered in the Out Patient De- 
partment. He visited the hospital each week, and 
although a curtailment of activity brought about 
some improvement, dyspnea, venous congestion, 
cyanosis, basal rales and peripheral edema were 
always present in varying severity. 

The right border of the heart was percussed 2 
cm. to the right of the sternal border, whereas the 
left border was within normal limits. The rhythm 
was normal, with an occasional premature beat. 
The sounds were distant, and it seemed to be 
the consensus that there was no presystolic mur- 
mur and that the systolic apical murmur was not 
always heard. The blood pressure varied from 
115 to 90 systolic and from 90 to 60 diastolic; the 
pulse averaged 90. Four and a half months before 
entry an electrocardiographic recording with six 
chest leads showed a normal rhythm with a rate 
of 110. The P waves in all leads were inverted; 
QRS was multiphasic and almost isoelectric; S 
was of high voltage, being highest in Leads 3 and 
4. Ri was less than 0.5 mm. in all leads. T was 
inverted in Leads 1 and 2, low to flat in Lead 3 and 
upright in Leads 4, 5 and 6. 

As time passed, cyanosis became a more prom- 
inent feature, although it was still possible for the 
patient to lie flat fairly comfortably. Also, he 
began to mention nocturnal dyspnea, cough and 
abdominal distention. Mercurial diuretics con- 
tinued to increase renal output, but in later months 
this effect was nullified by prolonged periods of 
oliguria. 

A little more than a month before entry the pa- 
tient came to the Out Patient Department and 
was obviously much worse, with an increase in 
dyspnea, cyanosis, peripheral edema, basal rales, 
liver size and abdominal distention. Consequently 
he was sent to a nursing home, but returned later 
and was admitted to the hospital. 

The family history was noncontributory. At 
twenty years of age the patient had gonorrhea. 
Twenty-five years before admission he had a sud- 
den sharp precordial pain that occurred while at 
rest and was severe enough to preclude move- 
ment. He was taken to another hospital and told 
that he suffered from “pleurisy around the heart.” 
Strapping gave great relief and convalescence was 
uneventful, pain being the only symptom. 
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On examination the patient was well developed 
but emaciated and somewhat confused; he had 
hacking cough, which produced frothy, yellow spu- 
tum. There was marked cyanosis of the fingers, 
lips and ears, which seemed out of all proportion 
to the dyspnea. In the upright position the neck 
veins were distended and pulsating. The chest 
showed a marked pigeon-breast deformity and a 
Harrison groove and because of this it was diff- 
cult to percuss the heart, although the right border 
seemed to be 2 cm. from the sternal margin, and 
the left berder 8 cm. from the midline. The sounds 
were distant and regular, and a soft systolic mur- 
mur was present at the apex. The pulmonary sec- 
ond sound was greater than the aortic. There were 
percussion dullness, diminished breath sounds and 
tactile fremitus and moist rales over the lower half 
of each lung field, but above this, hyperresonance 
and bronchovesicular breathing. The abdomen 
was distended and tense, with an everted um- 
bilicus and shifting dullness; the liver edge was 
three fingerbreadths below the costal margin in 
the midclavicular line. Pitting edema of the back, 
sacrum, scrotum and lower legs was present. Ex- 
amination of the nervous system was negative 
except for some confusion concerning current 
events. 

The blood pressure was 85 systolic, 65 diastolic. 
The temperature was 98°F., the pulse 100 and the 
respirations 30. 

The urine was acid in reaction and showed a 
++-+ test for albumin and a + test for bile; 
the sediment contained 5 to 10 red cells and many 
white cells per high-power field. Examination of 
the blood showed an average red-cell count of 
5,880,000 with a hemoglobin of 21 gm., and a white- 
cell count of 7450 with 84 per cent polymorphonu- 
clears. The hematocrit reading was 60 per cent, 
and the blood bicarbonate 27.2 milliequiv. per 
liter. The nonprotein nitrogen was 93.5 mg. per 
100 cc., and a blood culture was negative. 

An electrocardiographic recording showed a 
normal rhythm with a rate of 100 and a PR inter- 
val of 0.16 second. There was low voltage in all 
leads, with moderate right-axis deviation. T1 was 
low, and Tz and Ts inverted; there was an ele- 
vated takeoff in STs, and an absent Rs. 

The patient was given the usual supportive 
measures, but death occurred on the third hospital 
day, with no notable clinical incident in the in- 
terim. 


DIFFERENTIAL D1AGNosis 


Dr. Donatp S. Kine: A clinicopathological con- 
ference is like a game of contract bridge. You are 
dealt a hand. You sort your cards into four suits; 
history, physical examination, laboratory and x-ray. 
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You pick out the high cards, which you can depend 
on to take tricks. Then you try to find out what 
other players at the table, such as the roentgenolo- 
gist and the cardiologist, may have to influence 
your estimate of the situation. And finally you 
bid everything that you think you can make. 

Well let us look at the hand. The history is that 
of a man of fifty who at twenty-five had precordial 
pain, which was probably due to pleurisy and is 
not connected with the terminal illness. Two 
years before entry he had a cold followed by 
cough, weakness and exertional dyspnea. These 
early symptoms were probably pulmonary, not 
cardiac. Nineteen months previously there was 
ankle edema, and later, edema involving the scro- 
tum and back, palpitation, orthopnea, nocturia 
and weight loss. Finally there were nocturnal 
dyspnea, abdominal distention and frothy, yellow 
sputum. 

The signs were emaciation and a pigeon breast, 
rapid respirations, cyanosis, — at first slight but be- 
coming marked and out of proportion to the dysp- 
nea,— venous distention in the neck, an enlarged 
liver and shifting abdominal dullness. The heart 
examination showed a pulse of 90 to 100 with 
occasional premature beats. The right border is 
said to have been 2 cm. from the sternal margin, 
but in the face of a pigeon breast and emphysema 
I may be excused for being skeptical. The pul- 
monic second sound was greater than the aortic, 
there was a soft systolic murmur, the blood pres- 
sure was from 85 to 115 systolic and from 60 to 90 
diastolic, and the lungs showed basal rales and, at 
the last examination, basal dullness with diminished 
breath sounds and tactile fremitus with hyper- 
resonance above. 

The blood showed a moderate degree of polycy- 
themia with a hemoglobin elevated to 21 gm., a 
red-cell count of 5,800,000 and a hematocrit of 60 
per cent. The urine was that of congestion, with 
albumin, a little bile, a few red cells and many 
white. cells. The nonprotein nitrogen was 93.5 
mg., probably a terminal condition, and the bicar- 
bonate level was essentially normal. 

The x-ray films showed generalized emphysema, 
as evidenced by the low flat diaphragm, both sides 
of which are said to have been limited in motion, 
and the bright lung fields. Besides there were 
many emphysematous blebs. There were also what 
are described as sharp linear mottled areas. I do 
not like the term “linear mottling” but we can 
look at the film later and get an idea of what is 
meant. 

In general this is the complete picture of failure 
of the right side of the heart. With marked cya- 
nosis, distention of the neck veins, enlarged liver, 
“scites, edema and an increased pulmonic second 
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sound we can bid at least a little slam on that 
diagnosis. 

But we must go farther and try to find the rea- 
son why the right heart failed. There are two 
possible classes of causes — cardiac and pulmonary. 
The cardiac conditions that may cause congestion 
of the pulmonary vascular bed and therefore strain 
on the right side of the heart leading to failure are 
two: failure of the left side of the heart, as in ar- 
teriosclerotic hypertension, and deformity of the 
mitral valve, usually with stenosis. The possible 
pulmonary conditions are likewise two: emphysem- 
atous changes, which lead to a narrowing of 
the vascular bed with resultant pulmonary hyper- 
tension, and primary changes in the pulmonary 
arteries themselves. And to continue one step far- 
ther, the possible changes in the pulmonary ar- 
teries are three: sclerosis, obliterative endarteritis 
(frequently referred to as Ayerza’s disease) and 
thrombi or emboli. 

For the sake of clarity I shall at this point jump 


to my major clinical conclusion concerning the __ 


choice among the six possible causes of right-sided 
heart failure. I maintain that there is no evidence 
of left-sided heart failure, of deformity of the mi- 
tral valve or of any other condition of the heart it- 
self that would account for the right-sided failure. 
I am driven then to a diagnosis of chronic cor pul- 
monale with the primary difficulty in the lungs. 
Emphysema of marked degree is undoubtedly pres- 
ent, and there have been autopsies in this hospital 
where such emphysema was the only explanation 
for pulmonary hypertension and consequent right- 
sided failure. But we should go farther and try 
to dispose of the pulmonary vascular conditions 
that I said might be present. Ried 

In the face of emphysema it is unnécéssary to 
postulate pulmonary arterioscierosis, which it is 
impossible to prove in any case. Obfiterative 
endarteritis is usually a disease of younger people, 
and the etiologic factors sometimes found, such 
as syphilis, rheumatic fever and chronic bronchial 
infection, are absent. We come then to the last of 
the possible pulmonary vascular changes — throm- 
bosis or embolism. For some unexplainable rea- 
son I want to bring such changes into this pic- 
ture; there are no symptoms of them, and unless 
the x-ray films show evidence, it seems to me 
that we should drop this cause from the list of 
possibilities. 

There is much that we do not know about pul- 
monary hypertension and its causes. I remember 
only too well the case of a “black cardiac” given to 
me in one of these conferences; the patient had 
all the signs of right-sided failure with much more 
marked cyanosis than that in the present case, and 
yet at autopsy Dr. Mallory found almost no struc- 
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tural changes. If I remember correctly there was 
moderate sclerosis, but nothing else — no thrombi, 
not even any demonstrable narrowing of the 
lumens of the arteries or arterioles. So in the pres- 
ent case I shall, after x-ray conference, probably 
leave out thrombosis as unnecessary to explain the 
picture and as incapable of proof. 

At this moment, without careful study of the 
x-ray films and the electrocardiograms, my clinical 
diagnosis is pulmonary emphysema with emphy- 
sematous blebs, probably with fibrosis, and chronic 
cor pulmonale with right-sided heart failure. 

Now to the x-ray films and electrocardiograms 
to see what other factors they may introduce. 

This is the x-ray film, and it is obvious that there 
are generalized emphysema and emphysematous 
blebs. The next question concerns the “mottling” 
in the upper lobes. Dr. Lingley, are the changes 
in this film consistent with pulmonary fibrosis? 

Dr. James R. Linctey: There is marked em- 
physema, as described. The distribution of the 
density is more consistent with tuberculosis than 
with ordinary fibrosis. It is fibrosis, certainly, but 
tuberculous fibrosis or fibroid phthisis. A process 
of this nature involving both apices is tuberculosis 
in over 99 per cent of cases. 

Dr. Kinc: This introduces a new factor, tuber- 
culosis. I am sure Dr. Lingley agrees that we 
have had cases of idiopathic pulmonary fibrosis that 
showed lesions involving the upper lobes as well 
as the rest of the lungs. But I agree with him 
that lesions predominantly in the upper lobes, like 
these, are almost always tuberculous. 

Do you see evidence of active tuberculosis? It 
is clear that the outpatient physician had this in 
mind, because one sputum specimen was examined 
for tubercle bacilli. 

Dr. Linctey: I cannot express an opinion on 
that point, as I dislike calling a lesion active with- 
out two or more examinations at intervals. 

Dr. Kine: So far then the x-ray has added the 
fact that tuberculosis is probably the underlying 
cause of the pulmonary fibrosis that is present. 

Now I want to ask one other question. Do you 
see evidence of pulmonary thrombosis or em- 
bolism, or of recent or old infarcts caused there- 
from? 

Dr. Linctey: No. 

Dr. Kine: This is as good a time as any to take 
up another possible factor in pulmonocardiac 
deaths. ‘The reported cases of chest deformity 
eventually leading to death are those of extreme 
kvphoscoliosis. Personally I doubt that the pigeon 
breast was a significant factor in this case. 

What about the x-ray appearance of the heart? 


Dr. Linctey: The heart does not appear en- 
larged in either the posteroanterior or the lateral 
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view. However, the very marked depression of 
the fourth segment and xiphoid of the sternum 
undoubtedly has produced rotation of the heart, 
Moderate enlargement could be present and yet 
not visible because of the degree of rotation. It 
is surprising that with this amount of depression 
of the sternum, producing marked pressure on 
the heart, there is no lateral or posterior displace- 
ment. 

Dr. Kine: Because of the low diaphragm and 
the rotation of the heart, the picture is not incon- 
sistent with right-sided enlargement? 

Dr. Linctey: No; it may be present, but I can- 
not prove it. 

Dr. Kine: Is the pulmonary artery dilated? 

Dr. Linctey: It is prominent in the postero- 
anterior view, but again, rotation confuses the pic- 
ture. The normal pulmonary artery would be 
prominent in this view if the heart were rotated. 

About all the information I can give you is that 
there are marked emphysema and bilateral tuber- 
culosis, and that the lower sternum and xiphoid 
produce marked pressure on the heart, rotating 
but not displacing it. 

Dr. Kine: Finally we have the electrocardio- 
gram. From the clinical standpoint I expect Dr. 
Bland to say that the electrocardiogram shows 
right-axis deviation and is therefore consistent with 
right-sided heart failure. However, Dr. White* 
states that 50 per cent of the cases of chronic cor 
pulmonale have coronary disease, and I am par- 
ticularly anxious to know if Dr. Bland believes 
that the electrocardiogram gives evidence of coro- 
nary disease or any findings that cannot be ex- 
plained on the basis of chronic cor pulmonale. 

Dr. Epwarp F. Brann: There is definite right- 
axis deviation, which is consistent with cor pul- 
monale. There is no evidence of coronary disease 
insofar as the electrocardiogram goes. 

Dr. Kine: I am now ready to make the final bid. 
I shall say: pulmonary emphysema and emphysem- 
atous blebs; pulmonary fibrosis, probably on a 
tuberculous basis, but with no evidence of active 


pulmonary tuberculosis; chronic cor pulmonale, 


with dilatation and hypertrophy of the right ven- 
tricle; congestion of the liver, with ascites. 


Dr. S. P. Sarris: Would you consider pericardial 


fixation in this case? Could the pain twenty-five » 


years previously have been of pericardial origin? 


Dr. Kine: I do not believe that we can pay much 


attention to that story of pain, which I interpret as 
having been due to pleurisy. 


I do believe that constrictive pericarditis should 


be mentioned as a possible cause of the distended ; 


veins and liver, with ascites and edema. However, 


*White, P. D. Heart Disease. 931 pp. New York: The Macmillan Con- ; 


pany, 1931. P. 408. 
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| do not see the evidence for such a diagnosis in 
this case, and believe that another and more ade- 
quate diagnosis has been established. 

Dr. Linctey: In this case, could not the de- 
pression of the sternum alone produce cor pul- 
monale? 

Dr. Biano: It hardly seems sufficient in this case, 
but a marked funnel chest can ultimately cause 
cor pulmonale. 


CutnicaL DIAGNOSES 


Cor pulmonale. 
Pulmonary fibrosis. 
Cardiac failure. 


Dr. Kineo’s DracNnoses 


Pulmonary emphysema and emphysematous 
blebs. 

Pulmonary fibrosis, probably on a tuberculous 
basis, but without active pulmonary tubercu- 
losis. 

Chronic cor pulmonale, with dilatation and 
hypertrophy of right ventricle. 

Chronic congestion of the liver with ascites. 


ANATOMICAL DIAGNOSES 


Cor pulmonale. 

Pulmonary fibrosis. 

Pulmonary emphysema. 

Thrombosis of left pulmonary artery. 
Pulmonary tuberculosis, with cavitation. 
Ulcer of cecum, tuberculous. 

Pleuritis, fibrous. 

Anasarca. 

Meckel’s diverticulum. 

Pigeon breast. 


PatHo.ocicaL Discussion 


Dr. Tracy B. Matuory: Since Dr. King sug- 
gested the analogy with contract bridge I cannot 


resist, despite the excellence of his discussion, 


pointing out that in this case he was dealt what 
is often called a “pianola hand.” Most of the pos- 
sible causes for cor pulmonale, phthisis, emphy- 
sema, pulmonary fibrosis, pulmonary thrombosis 
and thoracic deformity were simultaneously pres- 
ent, so he could scarcely go wrong. Which of these 
various factors played the predominant role is 
quite impossible to say, and a synergistic action 
seems most probable. 

A note by Dr. Howard Sprague on the patient's 
first admission runs as follows: 


Cyanosis of face and hands. Veins distended, but 
patient lies flat without much discomfort. Greatly 
diminished breath sounds, especially over the back; oc- 
casional moist rales; heart size impossible to deter- 
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mine clinically, but not increased according to x-ray 
films; sounds distant; rhythm normal; a third sound 
heard; neither aortic nor pulmonic second sound ac- 
centuated. Impression: I believe this to be chronic cor 
pulmonale based on pulmonary fibrosis and emphysema, 
with final congestive failure. I do not find enough 
evidence for a diagnosis of mitral stenosis. He may 
have an adherent pericardium, but the pleurisy oc- 
curred forty years ago so I do not believe Pick’s syn- 
drome is present. 


The post-mortem examination showed a high 
degree of cor pulmonale. Both the right auricle 
and the right ventricle were dilated, and the latter 
measured 8 mm. in thickness as compared with 13 
mm. for the left ventricle. The pulmonary valve 
ring measured 10.5 cm. compared with 8 cm. 
for the aortic, and the tricuspid valve was 16 cm. 
in circumference. The pericardial cavity was en- 
tirely free from adhesions, and there was no evi- 
dence of mitral stenosis. The lungs showed very 
advanced bullous emphysema with air sacs rang: 
ing up to 9 cm. in diameter in both lower lobes. 
In addition, both upper lobes and the right middle 
lobe showed scattered tuberculous cavities lined 
with caseous material. An additional factor, 
which must have played a role in the develop- 
ment of the cor pulmonale, was the presence of a 
large old and well-organized thrombus in the 
left pulmonary artery, which filled approximately 
two thirds of the vessel. One other evidence of 
active tuberculosis was an ulcer of the cecum. 

Microscopic examination of the lung shows 
active tuberculosis in the upper lobe. Secretions 
from the lower lobe show extensive fibrosis and 
emphysema. There are many miliary fibrotic 
lesions that have a tendency to be located in re- 
gions usually occupied by lymphatics. A few of 
these contain giant cells, and all of them have 
considerable carbon pigment. They could be healed 
tubercles but are much more characteristic of sili- 
cotic nodules. The patient’s more remote occupa- 
tional history was never inquired into so we do 
not know whether he had exposure to silica dust. 
Chronic silicosis is, of course, a common cause of 
cor pulmonale. The liver showed an extreme de- 
gree of chronic passive congestion, with degenera- 
tion of the liver cells in the central two thirds of 
every lobule but no central fibrosis that would war- 
rant a diagnosis of cardiac cirrhosis. The spleen 
was very small, weighing 70 gm. An incidental 
finding was a Meckel’s diverticulum 100 cm. from 
the ileocecal valve; it contained well-differentiated 
gastric mucosa but no sign of peptic ulceration. 

Dr. Sarris: Was any cause found for the pul- 
monary thrombosis? 

Dr. Matiory: No underlying anatomic cause 
was found. 
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UNITED WAR FUND 


Tue campaign of the Greater Boston United 
War Fund opened officially on January 4 with a 
gathering of the members of the Advance Gifts 
Division at Symphony Hall. The final event, 
the period of intensive solicitation, will begin on 
January 21 and end on February 10. During the 
campaign $7,800,000 must be contributed to cover 
the needs of two hundred and thirty-five hospitals 
and social agencies in forty-nine local communities, 


and of various wartime services, such as United 
Service Organizations, United Nations Relief Fund 
and War Prisioners Aid. The total is slightly 
greater than set and raised a year ago, a fact 
necessitated not by the demands of local institu- 
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tions, which are less, but by those incidental to 
the war effort. 

Although many of the physicians of Greater 
Boston contribute generous amounts of time and 
energy to the local charitable organizations, their 
opportunities to give aid to the wartime services 
are practically negligible. By subscribing, they 
will be doing what all clear-thinking and patriotic 
citizens should do—support the Fund to their 


utmost. 


ERADICATION OF MALARIA 


Anotuer article’ has been published by’ the 
Reader’s Digest that can only misinform and mis- 
lead the public. Unfortunately, the reader is given 
the erroneous! conception that malaria can be 
eradicated by means of a five-day treatment with 
the synthetic drug, atabrine. False hopes will be 
aroused among the inhabitants of the endemic 
and hypérendemic malarious areas of the world, 
and wishful thinking among our population and 
particularly among our troops serving in tropical 
and subtropical areas will tend to minimize the 
seriousness of the malaria problem and of the loss 
of the main source of quinine in the Netherlands 
East Indies. 

Atabrine is the best substitute for quinine that 
has been developed and utilized for the treat- 
ment of malaria. The drug, when properly ad- 
ministered by a physician or by trained personnel 
under the direction of a physician, cures a‘ higher 
percentage of cases and lessens the relapse rate 
to a greater degree than does quinine. The drug 
can be used prophylactically to prevent clinical 
malaria but, like quinine, does not prevent 
infection. 

Atabrine produces toxic symptoms in a certain 
percentage of persons. The drug is also accumu- 
lative, being eliminated very slowly from the body. 
Furthermore, atabrine has no effect on the gameto- 
cytes or so-called “crescents” of malignant tertian 
malaria (caused by Plasmodium falciparum) and 
hence transmission of this infection can take place 
even while the drug is being administered; in 
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such cases, a course of plasmochin, the specific 
for the gametocytes of P. falciparum, must be 
given to sterilize the peripheral blood. And, 
finally, it is well known among  malariologists 
that no drug or combination of drugs will pro- 
duce a cure in all infected patients and thus com- 
pletely destroy the seedbed of parasites in an 
urban or rural population where malaria is an 
acute problem. 

The results of two extensive experiments to 
control malaria are cited to support the above 
statements. Clark, Komp and Jobbins? attempted 
to control malaria in a number of endemic areas 
in Panama over a period of ten years by making 
monthly parasite surveys and by treating the 
positive cases with two combinations of drugs — 
atabrine and plasmochin simplex and quinine and 
plasmochin simplex. These careful and experi- 
enced workers succeeded in greatly reducing the 
cases of severe clinical malaria but failed to eradi- 
cate malaria and to reduce transmission. They 
also demonstrated that drug-control methods could 
not prevent an epidemic if great numbers of 
anopheline mosquitoes were present. Cuica and 
his collaborators,* working in Roumania, were 
also able to reduce clinical cases, relapses and 
malarial morbidity by the use of atabrine and 
plasmochin prophylactically and therapeutically. In 
spite of giving systematic treatment to all cases of 
malaria, the parasite-carrier rate —the seedbed of 
the infection — remained about the same. Suspen- 
sion of treatment after three years was followed by 
an increase of the clinical cases to the level that 
had existed before the experiment was started. The 
latter group also showed that the length of treat- 
ment with atabrine should be seven days, and 
that the drug causes toxic symptoms in a certain 
percentage of cases, particularly in children under 
one year of age. They also emphasized that the 
administration of synthetic malarial drugs should 
be under medical supervision. 

. The final solution of the diversity of problems 
in the control and eradication of malaria does 
not depend alone on the per capita cost of ata- 
brine or of any other malarial drug. The claims 
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made for the use of a drug in one area do not 
necessarily apply to another where the infection 
may be more widespread and more serious clin- 
ically. The cost of mosquito control, where such 
a program is feasible, is often great, requiring 
the maintenance of trained field workers (entomol- 
ogists and engineers) and laboratory and medical 
staffs. When this item is considered, the cost of 
malaria control increases greatly and many locali- 
ties Or governments cannot support and maintain 
the program. 

It is quite easy to say, “Thanks to atabrine, the 
fiendish disabler can now be wiped out, if we 
will have the will to try.” It should be pointed 
out, however, that the work of malariologists 
entomologists, engineers, chemists and pharma- 
cologists has advanced knowledge greatly dur- 
ing the past decade. Their evidence and advice 
is informed and reliable and not prone to mislead 
the public.* These men, many of whom are risk- 
ing their lives in the study of malaria, know that 
no ideal drug for the treatment of malaria has 
been discovered and that no known methods for 
the eradication of malaria have been successful. 
And, once again,” it must be emphasized that the 
editors of periodicals in which articles conveying 
such impressions are published would do well to 
consult experts in the fields concerned before re- 
leasing them for lay consumption. Articles of 
this sort do not help, they only hinder, the battle 
against disease and the winning of the war. 
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MEDICAL EPONYM 


SNELLEN Test Types 


These types were introduced by Dr. Herman 
Snellen (134-1908) in a pamphlet published at 
Utrecht in 1862. Six versions, Latin, English, 
French, Italian, German and Dutch, appeared 
simultaneously under the title, Test Types for the 


‘ 
| 
- + 
n 


36 THE NEW ENGLAND JOURNAL OF MEDICINE 


Determination of Vision. The following is a trans- 
lation from the German edition: 


In order to determine the visual acuity, we measure 
the smallest subtending angle at which objects of 
known size and shape can be distinguished. . . . 
Square letters, the lines of which are a fifth of the 
height in thickness, are usually distinctly perceptible 
to the normal eye when subtending an angle of 5 
minutes. The number over the letters expresses in 
Paris feet the distance at which the letters are seen 
when subtending an angle of 5 minutes. 

The visual acuity (S) [later v] is expressed by the 
relation of the distance (d) at which the latter is rec- 
ognized to the distance (D) at which it subtends an 
angle of 5 minutes. 


If we find d equal to D and consequently No. 20 


is seen at a distance of 20 feet, then S=— = 1; that 
20 
is, the visual acuity is normal, If, on the other hand, 
._d is less than D, so that No. 20 is seen only at 10 
feet, No. 10 only at 2 feet and No. 6 only at 1 foot, 
then the visual acuity in these cases is respectively, 


10 
20 2 
10 
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MASSACHUSETTS MEDICAL SOCIETY 


COMMITTEE ON MATERNAL MORTALITY 


ANALYsis OF Causes OF MATERNAL 
Deatu MassAcHusETTs DURING 1941 


ANESTHESIA 


Ten maternal deaths due to anesthesia occurred 
in Massachusetts during 1941. There were 3 autop- 
sies in this series of cases. 

The first case was that of a primipara who after 
a test of labor was delivered by Waters’s cesarean 
section. While the patient was going under anes- 
thesia, gastric contents were aspirated; blood-tinged 
sputum appeared one hour after delivery, and x-ray 
films showed consolidation in the right upper lobe. 
She was put in an oxygen tent after delivery, bron- 
choscopy was performed and sulfathiazole treat- 
ment was instituted, but death occurred three days 
after delivery. Autopsy revealed massive pulmo- 
nary edema and bronchopneumonia. The patient 
was given the full advantage of present-day knowl- 
edge, and in retrospect the vomiting during oper- 
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ation can only be looked on as a most unfortunate 
incident. 

The second patient, a multipara who had one 
living child, entered the hospital in active labor 
with the head on the perineum. During the ad- 
ministration of nitrous oxide and oxygen anes- 
thesia, which was given by an obstetric supervisor, 
the patient became black and vomited; the mask 
was removed, and she regained consciousness: 
when the anesthesia was again started she became 
cyanotic and died. ‘Twins were delivered, and 
both babies lived. It would have been, of course, 
far better if this patient had been allowed to de- 
liver herself without anesthesia; the vomiting dur- 
ing anesthesia, however, would probably not have 
occurred if an inhalation anesthetic had not been 
used. ‘This case raises the interesting question of 
whether spinal anesthesia should not be more 
widely used for delivery; in the hands of one ex- 
perienced in its use it does not carry the danger 
of nausea and vomiting. ; 

The third case was that of a primipara who had 
been delivered by low forceps of a living child; 
during repair of the episiotomy wound, respira- 
tions ceased and the patient did not breathe again. 
According to the medical examiner’s report, based 
on an autopsy limited to the head, this death was 
due to nitrous oxide asphyxiation. Surely this 
death was regrettable if not reprehensible. 

The fourth case was that of a primipara who, 
because of cephalopelvic disproportion, was being 
prepared for cesarean section, which was to be 
performed under spinal anesthesia. Twenty milli- 
grams of Pontocaine were injected into the spinal 
canal, immediately following which the respira- 
tory and cardiac centers became paralyzed, and 
in spite of stimulants, death occurred two hours 
later. This death was undoubtedly due to spinal 
anesthesia. This anesthetic was probably not 
given by-an experienced anesthetist, for 20 mg. 
of Pontocaine is an astoundingly large dose. 

The fifth patient, a primipara who was deliv- 
ered by low forceps, vomited food as she was com- 
ing out of anesthesia. Bronchoscopy was per- 
formed and pieces of food were removed; but mas- 
sive collapse of the lung developed, and the pa- 
tient died four hours post partum. Nitrous oxide, 
oxygen and ether was used in this case. There is 
no evidence in the record that any of the barbitu- 
rates were used. This fatality emphasizes the 
danger of inhalation anesthesia when the stomach 
is filled with food. 

The sixth patient, a woman in her third preg- 
nancy and at term, had a separated placenta, which 
was treated conservatively by rupture of the mem- 
branes and packing the cervix. She was delivered 
by low forceps after full dilatation. She had vom- 
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ited while going under ether, and bronchoscopy 
showed evidence of aspiration. In spite of suc- 
tion, the patient gradually went downhill, and 
died four hours after delivery. This case merely 
emphasizes the potential seriousness of vomiting. 

The seventh patient was a primipara who was 
given ether at the very end of labor and for episi- 
otomy repair. During the administration of the 
anesthetic vomiting occurred; acute edema of the 
lungs resulted, and death followed in eight hours. 
Autopsy revealed bilateral acute pneumonitis with 
bilateral hydrothorax. Since this patient was con- 
valescing from an upper respiratory infection when 
labor started, it is barely possible that the infection 
had some bearing on the fatality, although it 
seems more likely that the anesthesia was the de- 
termining factor in view of the few hours that 
elapsed between delivery and death. 

The eighth patient, who had two living chil- 
dren, started in labor at home, and the cord pro- 
lapsed. She was sent to the hospital inTrendelen- 
burg position. Under nitrous oxide and ether 
anesthesia version was accomplished and a stillborn 
child delivered. Cyanosis appeared before deliv- 
ery of the placenta, and death followed immedi- 
ately. This must be considered an anesthetic 
death. Whether or not the long period the pa- 
tient was in the Trendelenburg position had any- 
thing to do with the pulmonary congestion is an 
academic question. 

The ninth patient was a primipara who, while 
on the operating table under nitrous oxide, oxygen 
and cther anesthesia, aspirated vomitus into the 
trachea and lost consciousness, which she did not 
regain, death occurring ten hours after delivery. 
Although this patient had had 6 gr. of Nembutal 
several hours before delivery, it is not quite fair to 
attribute the fatality in any way to the medication. 
This case emphasizes the importance of anesthesia 
ddministration by trained anesthetists at the time 
of delivery, 

The history of the tenth and final case is inade- 
quate, A patient at term was given spinal anes- 
thesia before cesarean section, and although the 
death certificate attributes this death to acute car- 
diac dilatation it was more probably due to the 
spinal anesthesia. 

All these deaths from anesthesia seem to have 
heen. preventable as well as unfortunate. 


DEATHS 


_BRACKETT — G. Brackett, M.D., of Boston, 
ated December 28. He was in his eighty-third year. 

Born in Newton, he attended Newton High School and 
received his degree from Harvard Medical School in 1886. 
In 1917 he was appointed as director of orthopedic surgery 
tor the Army. He was a former director of the Ortho- 
Hecle General Hospital and was the first president of the 
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Boston School for Occupational Therapy. He was one of 
the founders of the Industrial School for Crippled and 
Deformed Children and at the time of his death was the 
cditor of the Journal of Bone and Joint Surgery. 

Dr. Brackett was a fellow of the Massachusetts Medical 
Society and the American Medical Association. He was 
ilso a member of the American Academy of Orthopaedic 
Surgeons and the American College of Surgeons. 

His widow survives him. 


LUCY — Joun J. Lucy, M.D., of Boston, died Decem- 
her 28. He was in his forty-eighth year. 

Born in Boston, he attended Boston College and _ re- 
ceived his degree from Harvard Medical School in 1920. 
He was assistant chief surgeon at the Boston City Hospital 
and was a staff member of the Cambridge Hospita!. Dr. 
Lucy was a member of the Massachusetts Medical Society 
end the American Medical Association. He was also a 
{cllow of the American College of Surgeons. 

His widow, his mother and seven children survive him. 


MACLEOD — Harry F. MacLron, M.D., of Boston, died 
December 21. He was in his seventy-second year. 

Dr. MacLeod received his degree from the University 
of Pennsylvania School of Medicine in 1894. He was a 
former member of the Massachusetts Medical Society. 

A son survives him. 


MALONE — Cuakies Matonr, M.D., of Jamaica Plain, 
died October 10. He was in his sixty-eighth year. 

Dr. Malone received his degree from Tufts College 
Medical School in 1902 and since that time had practiced 
in Jamaica Plain. He was a fellow of the Massachusetts 
Medical Society and the American Medical Association. 

Two sons and a daughter survive him. 


MANEY — Joun J. Maney, M.D., of Lawrence, died 
December 11. He was in his sixty-eighth year. 

Dr. Maney graduated from Tufts College, and received 
his degree from Baltimore Medical College in 1900. He 
was a former member of the Massachusetts Medical So- 
ciety. 

A son, four brothers and three sisters survive him. 


MISCELLANY 
“DOCTORS AT WAR” 


On December 26, the American Medical Association and 
the National Broadcasting Company, in official co-operation 
with the Medical Department, United States Army, and 
the Bureau of Medicine and Surgery, United States Navy, 
began the third series of the coast-to-coast radio broad- 
cast, “Doctors at War,” the current series being entitled 
“Doctors at War.” These broadcasts will be continued 
for twenty-six consecutive weeks and are scheduled at 
£=:00 pam. (EWT) on Saturday. They consist of short 
dramatizations that give a vivid picture of the work of 
physicians in the Army, in the Navy, in industry and at 
home. 


CORRESPONDENCE 
MASSACHUSETTS TUBERCULOSIS 
LEAGUE 


To the Editor: In behalf of the Massachusetts Tubercu- 
losis League I wish to express my appreciation for the 
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splendid editorial on the Christmas Seal Campaign in the 
December 10 issue of the Journal. © 
You may be interested to know, in connection with your 
statement that the seals, among other things, are partly 
“to provide x-ray equipment and other diagnostic facilities 
for kindred purposes,” that the directors of the League 
voted to underwrite the purchase of a portable 4-by-5-inch 
photoroentgenographic unit for use in defense and other 
industrial plants and in high schools. The equipment 
mounted on a special motor truck will cost about $14,000. 
Many of the affiliated branches of the League have alread 
allocated 3 per cent of their 1943 Seal Campaign receipts 
toward the cost of this apparatus. It is to be hoped that 
all will contribute a like amount so that no more than 
$5000 will have to be taken from the reserve fund. 
Arrangements have been made to lend tris unit to the 
Division of Tuberculosis of the Massachusetts Department 
of Puilic Health: they will operate it with their present 
personnel and will be responsible for its maintenance. 
This new type of film, because of its smaller size, costs 
only one tenth as much as the film in general use. It is 
therefore possible to x-ray many more persons without 
increasing the outlay for this best of all case-finding pro- 
cedures. Under the plan men and women will receive 
the benefit of an examination that is now the privilege 
of those entering military service. Furthermore, to have 
the official and voluntary health agencies working in 
close harmony and pooling their resources to make more 
effective the attack on tuberculosis is a noteworthy achieve- 
ment in co-operation. 
Henry D. Cuapvwick, M.D., President 
Massachusetts Tuberculosis League, Inc. 


1148 Litde Building 
Boston 


BOOK REVIEWS 


Personality and Mental Illness: An essay in psychiatric 
diagnosis. By John Bowlby, M.D. 8°, cloth, 280 pp. New 
York: Emerson Books, Incorporated, 1942, $2.75. 


This book is well written, and the writer makes some 
perfectly good points. He believes that it is absurd to 
avoid the fact that the personality before the onset of overt 
mental disease is of great importance. He is also quite 
properly impressed with the relative futility of dividing off 
the psychoneuroses from the psychoses. 

The attempt to rearrange classification and to catalogue 
specific and nonspecific traits that can be used in apprais- 
ing a mentally ill patient is interesting. The difficulty, 
which is quite obvious to the author as well as to the re- 
viewer, is that the theoretical discussion is not convincing 
without a vast amount of evidence, which certainly is not 
presented in this volume and which can hardly be sup- 
plied until large numbers of cases are watched over many 
years. 


Skin Grafting from a Personal and Experimental View- 
point. By Earl C. Padgett, M.D. 4°, cloth, 149 pp., with 
65 illustrations and 3 tables. Springfield, Illinois: Charles 
C Thomas, 1942. $4.50. 


This book embodies the material of Dr. Padgett’s clini- 
cal as well as experimental work. After a brief historical 
outline of the gradual progress of the methods of skin 
grafting during the span of a century and a half, the 
author discusses the interesting problem of homotransplan- 
tation and heterotransplantation methods. From his clini- 
cal as well as experimental evidence he concludes that 
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autotransplantation of skin usually succeeds; that  syn- 
genesiotransplantation of skin is theoretically improbable 
except in identical twins, in whom it is theoretically prob- 
able and has been accomplished clinically; and that, for 
ull practical purposes, homotransplantation of skin may be 
relegated to the realms of medical mythology. 

The author next considers methods of cutting skin 
grafts, and emphasizes the superiority of the dermatome, 
especially when it is necessary to remove a large piece of 
skin of uniform thickness. There is no doubt that this 
instrument, introduced to the profession by the author, 
has filled a great need and has contributed a good deal 
to the progress of skin grafting. However, in the opin- 
ion of the reviewer, the time-honored method of using a 
razor-edge knife still has its place, especially when a very 
thin skin graft or grafts of small size are needed. 

Dr. Padgett discusses the relative merits of pedicle 
grafts and their indication as compared with skin grafts, 
and properly emphasizes the importance of well-conceived 
and well-planned pedicle grafts. 

The book is printed on coated stock, with many pho 
tographs and illustrations of different cases. There are 
several statistical tables. 

Although the literature of skin grafting is abundant in 
medical periodicals and books, this small volume will un 
doubtedly occupy a place in the library of those who are 
particularly interested in traumatic surgery. 


Pediatric Gynecology. By Goodrich C. Schauffler, M.D. 
8°, cloth, 384 pp., with 66 illustrations. Chicago: The 
Year Book Publishers, Incorporated, 1942. $5.00. 

The dust wrapper of this book carries the words “a 
pioneer book by a pioneer worker.” They are true words. 
There exists no other book, the reviewer is quite sure, 
that covers the ground of this one. Most pediatricians 
surely and gynecologists probably know very little indeed 
about the disorders of the immature female genitalia. With 
the power to make correct diagnoses they would probably 
have difficulty in deciding how to treat even halfway 
adequately. 

This treatise supplies a good many of the inadequacies 
in this knowledge. The author furnishes an abundance 
of concrete facts, and his conclusions concerning treatment 
and method of approach — for in such a field, tact and 
delicacy as well as judgment are of the highest importance 
— have the earmarks of practicality and good common 
sense. His technics, it is true, come far more naturally 
to the gynecologist than to the pediatrician. To the latter, 
indeed, the greatest value of the book is in teaching him 
when to look to the former for assistance, what that as- 
sistance should be and what may be expected from it. The 
book steps over even into urologic, proctoscopic and 
medicolegal fields. 

It is an original book and an important book, which is 
highly recommended. 


From Infancy through Childhood. By Louis W. Sauer. 
M.D., Ph.D. 12°, cloth, 200 pp., with 13 illustrations and 
5 charis. New York: Harper and Brothers, 1942. $2.00. 


This is another manual for home consumption on the 
care and management of infants and children, The author 
is a pediatrician of experience and a safe and sane guide 
in such matters; moreover, his advice is brief and clear. 
The wonder arises, however, why author or publisher 
should have deemed worthwhile this excursion into 4 
field already so well covered: there are books and books 
on the subject, all of which, in essence, repeat the same 
things. And this is just one more. 
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HAVE YOU PATIENTS 


With Any Of These 
Conditions? 


Hernia? 


Enteroptosis 
with 
Symptoms? 
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Back Injury ? 


Spinal Arthritis 
or Sciatica? 


Postoperative 
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Postpartum 
Conditions ? 
Supporting 
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figure by means of flat tapes that 
emerge on outside of corset. 


When you prescribe a Spencer Support you 
are assured it will meet your specific require- 
ments and the patient’s figure needs, because 
it will be individually designed, cut and made 
for the one patient who is to wear it. 

Every Spencer Support is individually designed for the 
patient of non-elastic material. Hence, the support it 
provides is constant, and a Spencer can be—and IS— 
guaranteed NEVER to lose its shape. Spencer Supports 
have never been made to stretch to fit; they have always 
been designed to fit. Why prescribe a support that soon 
loses its shape and becomes useless before worn out? 
Spencers are light, flexible, durable, easily laundered. 


For service, look in teleph 
; phone book under “S 
Corsetiere” or write direct to us. shits 


SPENCER 


DESIGNED 
Abdominal, Back and Breast Supports 


INCORPORATED, 

37 Derby Ave., New Haven, Conn. 

In Canada: Rock Island, Quebec, aes sh 

In England: Spencer (Banbury) Ltd., Banbury, Oxon. ed You 
ooklet? 


Please send booklet, “H . 
the Doctor’s Teentanes,” ow Spencer Supports Aid 


Sacroiliac Sprain 


NOTICES 


SOUTH END MEDICAL CLUB 


The next regular meeting of the South End Medical 
Club will be held at the headquarters of the Boston Tu- 
berculosis Association, 554 Columbus Avenue, Boston, on 
Tuesday, January 19, at twelve noon. Dr. Arthur L. 
Watkins will speak on the topic, “The Present Status of 
Physical Medicine in the Treatment of Rheumatoid 


Arthritis.” 
Physicians are cordially invited to attend. 


TRUDEAU SOCIETY 
AND THE NEW ENGLAND 
ROENTGEN RAY SOCIETY 


A combined meeting of the Trudeau Society and the 
New England Roentgen Ray Society will be held on 
January 15. The afternoon session, to be held in the 
Bartlett Room of the Harvard Club of Boston from 4:30 
to 6:00 p.m., will consist of an x-ray conference on dis- 
eases of the lung and mediastinum. Members are request- 
ed to bring films of proved cases for discussion. At the 
evening session, to be held in the main amphitheater of 
the Peter Bent Brigham Hospital, Dr. Homer L. Samp- 
son, director of the X-ray Laboratory of the Trudeau 
Sanatorium, will speak on the subject, “The Story of the 
Trudeau Sanatorium Cases Since the Use of the X-ray.” 


NEW ENGLAND HEART ASSOCIATION 
The next meeting of the New England Heart Associa- 
tion will be held on Monday, in the Boston Medical Li- 
brary, January 18, at 8:15. 
PROGRAM 
The Precordial Leads in Electrocardiography. Drs. 
M. Ferradas and Conger Williams. 
Rupture of the Heart in Psychopathic Patients. Dr. 
Walter Jetter. 
Thyrotoxicosis as the Sole Cause of Congestive Fail- 
ure. Drs. William Likoff and Samuel A. Levine. 
Arrhythmias after Thoracic Operations. Drs. C. Cabell 
Bailey and James H. Currens. 
Prognosis in Angina Pectoris Decubitus. Drs. Robert 
Scarsi and Paul D. White. 
Physicians and medical students are cordially invited 
to attend. 


NEW ENGLAND 
PATHOLOGICAL SOCIETY 
The next meeting of the New England Pathological So- 
ciety will be held in the amphitheater of the Peter Bent 
Brigham Hospital, Boston, on Thursday, January 21, 
at 8 p.m. 
PROGRAM 

Simple Tissue Extracts and Their Significance in In- 
testinal Obstruction. Dr. Sidney Farber. 

Osteogenic Sarcoma Induced in Rats by Feeding Re 
dium. Dr. Charles Dunlap. 

Morphologic Changes Induced in Experimental Animals 
by Crystallized Bovine Albumin. Drs. Orville 
Bailey and Clinton Hawn. 

Mechanism of Enhanced Diabetes with Inflammation. 

» Dr. Valy Menkin. 

Physicians and students are cordially invited to attend. 
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SOCIETY MEETINGS AND CONFERENCES ESSEX SOUTH i 
Feexuary 3. Lynn Hospital. 
CaLenpar or Boston District FoR THE WEEK BEGINNING Maxeat 3. Essex Sanatorium. 
Sunpay, January 10 Aprit 7, Addison Gilbert Hospital, Gloucester. , 
May 5. Salem Country Club. 
Monpay, January Il FRANKLIN 
*12:15-1:15 p.m. Clinicopathological conference. Peter Bent Brigham January 12, 
Hospital amphitheater. Maxcn 9. 
Turspay, January 12 
*9-00-10:00 a.m. Medical clinic. Dr. S. J. Thannhauser. Joseph H. fay Annual 
Pratt Diagnostic Hospital. All meetings are held at 11:00 a.m. at the Franklin County Hospital. 
Greenfield. 
*12:15-1:15 p.m. Clinicoroentgenologic conference. Peter Bent Brigham F 
Hospital amphitheater. HAMPSHIRE i 
Wroxrspay, Janvary 13 Maken 3. 
*9:09-10:00 a.m. Angina Pectoris— Part II Motion Picture. Dr. May 5. 
J. FE. F. Riseman. Joseph H. Pratt Diagnostic Hospital. MIDDLESEX EAST 
*12:00 m. Clinicopathological conference. Children’s Hospital. Jaxuany 27 
*9:00-10:00 a.m. Medical clinic. Di. S. J. Thannhauser. Joseph H. Maren 17, 7 
Pratt Diagnostic Hospital. May 5. A 
Fripay, January 15 All meetings are held at the Bear Hill Golf Club, Stoneham, at 12:15 
*9:00-10:00 a.m. The Clinical Concept of Schizophrenia. Dr. William p.m., except that of May 5, which will be held at 6:30 p.m. 
Malamud. Joseph H. Pratt Diagnostic Hospital. MIDDLESEX NORTH 
4:30-6:00 p.m. Trudeau Society and the New England Roentgen Ray January 27 
Society, Bartlett Room of the Harvard Club. Evening session. : 5 
Peter Bent Brigham Hospital. Arrit 28, 
Savervay, January 16 Jury 28. 
10:00-11:30 a.m. Medical staff rounds. Peter Bent Brigham Hospital. PLYMOUTH 
January 71. Brockton Hospital. 
"Open to the medical profession. Fesruary 18. Jordan Hospital, Plymouth. 
Mancit 18, Goddard Hospital. 
January Ll-13. Annual Congress on Industrial Health of the American 15. Brid pd F; 
Medical Association. Page vii, issue of December 31. Arrm 15. Bri —— nate Farm. 
January 18. New England Heart Association. Page x. May 20. Lakeville. 
January 19. South End Medical Club. Page x. WORCESTER 
Janvany 21. New England Pathological Society. Page x. January 13. Sz. Vincent eigen Ww — 
Frervary 13. American Board of Obstetrics and Gynecology. Page 690, Fesruary 10. Wescener 
issue of October 29, Marcu 10. Memorial Hospital, Worcester. 
Aprit 14, Hahnemann Hospital, Worcester. 
Disrricr SoctetiEes May 12. Annual meeting. 
BRISTOL SOUTH WORCESTER NORTH 
May 6. New Bedford. January 27. 
ESSEX NORTH April. 28. 
a May 5. Jucy, 28. 3 


The Original Enteric Coated 


THESODATE (Brewer) 


Theobromine Sodium Acetatet 


CLINICALLY PROVED* 
if EFFECTIVELY ENTERIC COATED 
DECIDEDLY LESS EXPENSIVE 


PROVIDES 24-HOUR PROTECTION 
Given 4 times daily, before meals and before retiring. 


t Thesodate tablets are available on prescription in 74% grain tablets, with 
or without Phenobarbital (1% grain), or 334 grain tablets, with or without 
Phenobarbital (14 grain), 100 in bottle. 


- *Literature on request. 
tThesodate capsules are available for those patients who may require extra medication. 


BREWER AND COMPANY, INC. Worcester, Mass. | 
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RING SANATORIUM ADAMS HOUSE 
AND HOSPITAL Sanatorium (or Avance 
ARLINGTON HEIGHTS, MASS. 203 Grove Street Established 1877 
For the diagnosis, care and treatment of men A sanitarium-clini 
tal, nervous and chronic medical diseases. Wellesley, Mass. whens eae the 
Facilities for all accepted therapeutic measures, psy uroses exc usively 
including artificial fever gu ce ea A small group of attractive build- Suited in 
oO fi 
ings for the care and beautiful suburban Boston 
Votta R. Hatt, M.D., MartHa Brunner, M.D. of nervous and mild mental dis- JAMES MARTIN Woopatt, MD 
Resident Physicians eases. Medical Director , 
Hattam T. Rinc, Administrator Facilities for training and diver- 990 Centre Street 
163 Hillside Avenue Tel. ARL 0081 sion under the direction of a cum- Boston (Jamaica Plain), Mas, 
petent therapist. 


Dr Taylor’s E. Hi. se M.D. 
Superintendent 
. H teal HALE POWERS, M.D. Baldpate, Ine. 
Private ospita Resident Physician Georgetown, Mass. 


Tel. WEL 0261 

For the Treatment of GEO 2131 — Boston Office KEN 8100 
NERVOUS DISEASES For the treatment of psychoneuro 
: personality disorders, psychoses, alcohol 


Alcoholism and Drug Addiction WESTWOOD LODGE and addictions. 


House well equipped and furnished, Psychotherapy is the basis of treatne 


skilled attendants, good food and com- Westwood, Mass. other methods such as shock therapy, 1 
fortable rooms at moderate rates. A modern private sanitarium within fifteen miles of laria and fever box are used when iy 
Bosion, for the treatment of nervous and mild mental ted 
Methods of treatment are those proved best after diseases; also for those in need of rest under medical cated, 
30 years’ successful experience. supervision. Separate buildings make possibie a satis- 
factory grouping of patients. The buildings, which Occupation under a trained theres 
FREDERICK L. TAYLOR, M.D. include one devoted exclusively to occupational therapy, diversions and outdoor activities. 
are surrounded by over one hundred acres comprising MD.. Psychiatrie 
45 Centre Street, Boston, Mass. woodlands, gardens and pine groves. - \. SOLOMON, M.V., Psyc Matriss 
Near Dudley Street Terminal Roxbury District Superintendent G. M. ScHLOMER, M.D., Medical Dir 
WILLIAM J. HAMMOND, M.D. H. Jane Monrtzinoo, M.D. 
Resident Physicians Resident Physician 
M. Bownss, M.D. Eucene L. Swan, M.D., Resident Physi 
WOODSIDE COTTAGES Exste S. Neustapt, M.D. 
Framingham, Mass. 
A sanitarium specially adapted for nervous and 
convalescent patients who need rest and upbuilding WHY NOT USE i 
in normal surroundings. A TEMPORARY BINDER’ 


No committed mental cases. bo 
ARTHUR H. WARD, M.D., Medical Director Perkins School we you purchs 
(twenty-six issues). The copie 
can be easily removed when yo 
are ready for a permanent binding 
This has been found to be a vey§ 


Lancaster, Mass. 


Devoted to the scientific understanding 


Gl id and education of children of retarded convenient method of preserus 

enside development. Journals, and we are pleased 1} 
JAMAICA PLAIN, BOSTON, MASS. Five homelike and attractive buildings a lianas 

A small, attractively located sanitarium for surrounded by 85 acres 2 

nervous, mild mental or chronic illnesses, gardens y of — and The New England 

Mase D. Orpway, M.D. Med; JOURNAL OF MEDICIN 
Medical Direction Experienced Staff 
6 Parley Vale Tel. ARN 0044 8 FENWAY, BOSTON i 


FRANKLIN H. PERKINS, M.D. 


CHARLES B. TOWNS HOSPITAL | 


Serving the Medical Profession for Over 40 Years 


FOR ALCOHOLISM AND DRUC ADDICTION EXCLUSIVELY | 


Definite Treatment -- Fixed Charges -- Minimum Hospitalization 


293 CENTRAL PARK WEST, NEW YORK, N. Y. -- Tel: SChuyler 4-0770 
(Hospital Literature) 
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